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Hypotensive 
Bromofen 


Rauwolfia in combination with other 
sedative drugs is now the standard 
treatment for hypertensive states. 


Bromofen elixir which contains bromide 
and phenobarbitone in addition to a 
standardised liquid extract of 
Rauwolfia, effectively reduces high 
blood pressure, allays anxiety states and 
promotes restful sleep. 
Supplies 1n original phials containing 
four ounces of the elixir. 


BENGAL CHEMICAL 


CALCUTTA - BOMBAY + KANPUR 
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protein hydrolysate 
for 
optimum protein 


Injection 


Transfusion bottie of 200 mi. Anvpoules 
Transfusion botties of 180 mi. along 
with 2 20 ml. ampoule of 50%, glucose 
solu von. Ampoule of 25 mi. along with 
2 3 mi. ampoule of 50% glucose 
solution for each in boxes of 6, 12 & SO. 


BENGAL IMMUNITY CO., LTD. 


IMMUNITY MOUSE CALCUTIA-I) 


Essential for growth and - 
maintenance 


TABLET DROPS INJECTION 


VITAMINS — 12 " 


MINERALS— 6 


for all ages PANVIT B.1. 
and conditions Tablet + Dnops - Dujeétion. 


BENGAL IMMUNITY €O., LID. Calcutta-13 
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In malnutrition, anaemia ,convales- 
cence, pregnancy, lactation and all i 
other conditions where protein a 
therapy is indicated. 
Bottle of 280 mi. 7 
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..-and that’s why I changed to Ledercort 


Ledercort . . . isn't that the new corticosteriod that's 
said to overcome the major deterrents to steroid therapy ? 


So they claim...and rightly from my experience. I took Lederle’s 
word for it—I usually do—and put Ledercort to the test, The 
increased potency certainly brought a greater clinical response. 
All very fine, but what about side effects? 
Just as they say. Ledercort causes no oedema, no hypertension, 
no psychosis, no weight gain, no potassium depletion. 
Any reduction in dosage? 
Yes, quite an appreciable reduction... 
and there’s far less risk of other side~ ; 


effects such as peptic ulcer, osteoporosis, 
epigastric distress and so on. 


* 
Obviously, Ledereort 
és @ name to remember. 
Oral tablets of 4 mg. scored. 
Bottles of 10. 


LEDERLE LABORATORIES (INDIA) PRIVATE LIMITED 
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Glass Apparatus and 
Glass Apparatus Parts 
From 

Jena 


Well proved constructions and 
excellent function 
-combined with outstanding 


Chemical and 
thermal 


> 

resistance gained laboratory glass products DY, + 

from Jena their world-wide reputation. w iS 


JENA®’GLASWERK SCHOTT &GEN.,JENA 


German Democratic Republic 

General Representation for India : 
RAJ-DER-KAR & CO. 

Sadhana Rayon House, Dr. D. Naoroje Road 
Bombay, and 

New Delhi-1. 
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| ‘STREPTOTRIAD' 


TRI-SULPHONAMIDE STREPTOMTICIN 


In Dysentery- 


provides an effective and comprehensive 
treatment of all stages of 

bacillary dysentery. 

paesenta rioys 

tablets, each containing streptomycin sulphate 
65 mg., sulphathiazole 100 mg., sulphadiazine 
100 mg. and sulphamerazine 65 mg. 


‘THALAZOLE’ 


PUTHALYLSULPHATHIASOLE 


brand Medical Predwets 


MAY & BAKER LTD 


Distributed by “*Y & BAKER (INDIA) PRIVATE LTD « BOMBAY « CALCUTTA «+ GAUHATI + MADRAS « NEW DELHI 


a potent intestinal bacteriostatic agent 
particularly suitable for the ambulant case and 
for individual and group prophylaxis. 
PRESENTATIONS 

tablets containing 0-5 g. phthalylsulphathiazole 
and suspension (each fluid drachm [3-6 ml.) 
containing 0-75 gramme phthalylsulphathiazole ) 


4A $949/120-217 
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By carrying exhaustive research on R. Serpentina 

we have contributed our mite to the development of 
that drug to its present status. In line with this 

past tradition we have started producing India’s first 
hormone preparations under the trade names of 
Testandren and Ovolutin. They are prepared 
synthetically from cholesterol and are passed through 
rigorous. quality tests before release. 


JOVOLUTIN 
TESTANDREN 


EASTERN DRUG CO. LTD « CALCUTTA-27 
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Increased 


Fat Tolera nce | 
means of 


zym 


Multivalent Digestive Enzyme Preparation | 
Proteases, lipase, amylase, cellulose ond 


partly of poncreatic. partly of vegetoble origin, 
standardised of constant enzymatic action 


in diseases of the 
Liver 

Gall Bladder 
Pancreas 


Commercial forms: 
Packings of 30 and 150 dragées 


Application and Dosage: During meals, 1 to 
2 dragées, to be swallowed whole. In obstinate 
complaints, 2 to 3 dragées. 


LUITPOLD-WERK MUNICH 
Detailed literature available 

from Sole Importers 

NEO-PHARMA PRIVATE LIMITED 


Kasturi Buildings, Churchgate Reclamation 
BOMBAY 1 4 
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PUBLIC ENEMY No. 1!! 


Guilty of Assault and 
‘ Battery on Oral Health ! 


From: 
Walter L. Eckert, M.D. 
Medical Director 


Dear Doctor: 


Pharyngitis is frequently the first and most painful symptom of r respiratory 

tract infection. Also it can be the most potentially dangerous. e inflamed 

devitalized membranes present a good media Por the growth of many deadly pathcgens. 

Often the successful eradication of the pharyngitis Will prevent the spread of 
infection to the lungs and nasal sinuses. Ba 


AMOSAN is a specially processed buffered preparation. One envelope dissolves 
100% instantly in two tablespoons of warm water, forming a solution of almost 
neutral pH (8) which releases millions of bubbles of hascent oxygen. 


AMOSAN is a remedy of choice for quick, safe, topical treatment of pharyngitis, 
gingivitis, pyorrhea, stomatitis and other oral infections or ulcerations. 


AMOSAN instantly releases more nascent oxygen to 
destroy pathogens and promote healing. 


AMOSAN has a cleansing detergént and soothing action 
wpon the mucous membranes. 


No danger of antibiotic sensitivity. 


Effective alone dr adjuvant to internal use of antibiotics 
(no incompatibility). 


Clinical studies demonstrated 97% effectiveness in oral 
and pharnygeal infections. 


Basy to Use: Dissolve contents of one envélope of Amosan in one coffee cup of 
warm water and use as a gargle or mouth rinse, holding the solution in contact 
with the mouth and mucous membrane for a short time. Repeat every three hours. 
Prescribe AMOSAN for the safe, effective, topical treatmemt of pharyngitis. 


Clinical samples on request. 


Cordially yours, 


Welt Chit 


' Walter L. Eckert, M. D. 
Medical Director 
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An old 
hematinic compound 
with the modern touch _. 


Available in bottles 
of 280 c.c. containing a 
pleasantly flavoured 


syrup 


Particulars from : 
FRANCO-INDIAN PHARMACEUTICALS PRIVATE LTD. 


Bapnu Ghar, Hornby Vellard, BOMBAY-(8. 
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ZEISS UNIVERSAL RESEARCH 
MICROSCOPE “NfpK” 


FOR 
INCIDENT AND/OR 
TRANSMITTED ILLUMINATION 
AND 
BRIGHT FIELD-DARK FIELD 
PHASE CONTRAST-POLARISED LIGHT 
OBSERVATIONS 


(RES) VEB Carl Zeiss JENA 
GERMAN DEMOCRATIC REPUBLIC 


Sole Agents in India: 


GORDHANDAS DESAI PRIVATE LTD. 
PHEROZSHAH MEHTA ROAD, 


BOMBAY 1 
Branches : 
22, Linghi Chetty Street, P-7, Mission Row Extension 
MADRAS 1. CALCUTTA 1. 


4/28, “Jwala Mansion” 
Asaf All Road, New Deihi. 


ww 


Anew ._. 
Phiats of preparation for 
20, 100 & S00 capsules successful treatment 
of amebiasis 


ALLIQUIN 


Tablets (in strip packing) & Capsules. 

Each tablet or capsule contains : 
lodochloroxyquinoline ... 0.25 gm. 
Allium Sativum (garlic) ... 0.12 gm. “ 
“addition of Allium Sotivum (garlic) increases 
emeebicidal action of lodochloroxyquinoline. 


STANDARD PHARMACEUTICAL WORKS LTD, 
67, Dr. Suresh Sarkar Road, Calcutta-14 _ 


? 
se | = | 
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Boxes of 
100, 250 & S00 tablets 
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Dispeptal 


triple standardisation | 


triple protection 


triple effect 


for all digestive disorders 


Manufactured by 


BOEHRINGER-KNOLL LIMITED 


UNITED INDIA BUILDING, P. MEHTA ROAD, BOMBAY 1 


e Sole Distributors : 
T. M. Regd, RALLIS INDIA LTD., Pharmaceutical Division, Post Box No. 229, Bombay-t 
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inside out X-RAYS go right in and tell you the facts. 

And because you must see the facts clearly, you need 

° to use KODAK X-ray Film to produce radiographs 

with rich in detail, sure in nee 
You get this supreme clarity with every sheet, 
thanks to built-in KODAK quality—preserved for 
2 you under ideal storage conditions. 

For results of the finest diagnostic value, always 
rely on KODAK X-ray Film and Chemicals. 


X-ray Film 
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An antibiotic of local action 
polyvalent, > 


non-sensitizing 


SOFRAMY CIN 


OPHTHALMIC OINTMENT 
// —Skin lesions of the eyelids: blepharitis, 


eczema—infections of the anterior seg- 
ment of the eye: conjunctivitis, scleritis, 
episcleritis, keratitis, iritis...... 


PRESENTATION DOSAGE 

Tube of 3 gm. of Ophthalmic 2 or 3 applications 
Ointment containing per day on an 
0.5% framycetin sulphate. average. 


LES LABORATOIRES ROUSSEL 
35, Boulevard des Invalides, 
PARIS 7e. 


Particulars and supplies from: 


RANCO-INDIAN PHARMACEUTICALS PVT. LTD. 


Bapnu Ghar, Hornby Vellard, 
BOMBAY 18. 
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*trade mark “AGAROL"” 
owned by: 


WARNER-LAMBERT 


PHARMACEUTICAL 


(incorporated in U.S.A. 
with limited liability) 


Pleasant tasting 
AGAROL, the effective 
but gentile laxative, is 
suited to all your 
patients who need relief 
from acute constipation. 
Elimination is 
comfortably achieved by 
mild, positive peristaltic 
action, without urgency, 
griping or interim discomfort. 


agarol 


emulsion 
MARK* 


To cure quickly and 
successfully Bacillary 
Dysentery, Food poisoning and 


other infective diarrhoeas 


COMPOSITION 
Each 30 ml. approximately contains : 
Neomycin Sulphate B. P. 0.30 gm. 
(Containing 0.21 Gm. Neomycin Base). 
Succinylsulphathiazole B.P. 3.00 gm. 
Phthalylsulphathiazole B.P, ‘1.50 gm. 


Pectin N.F. 0.30 gm. 
Kaolin B.P. 2.70 gm. 
Sodii Benzoas B.P. 0.35%, 


Syrup, flavouring etc, upto 30 mi. 


JIDIMYCIN 


G, D. PHARMACEUTICALS PRIVATE LIMITED 11/1, NIVEDITA LANE, BOROLINE HOUSE @ CALCUTTA-3 
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WN ANTIHYPERTENSIVE THERAPY ALL PATHWAYS LEAD TO DI-RAUDIXIN 


sedation 


effective, but less 
likely to produce 
apathy or depression 
than the rauwolfia 
alkaloids in the 


recommended doses 


DI 


hypotensive diuresis 
action effective, but less 
effective, yet likely to produce 
manifested only on excessive potassium 
the hypertensive, loss than the 
never on the other saluretic- 
normotensive patient antihypertensives 


RAUDIXIN 


~ SQUIBB STANDAR WHOLE ROOT RAUWOLFIA SERPENTINA (RAUDIXIN? 


AND HYDROFLUMETHIAZIDE WITH POTASSIUM CHLORIDE 


- 
‘ 


Di-Raudixin is supplied as capsule - shaped 
tablets of 25 mg. hydroflumethiazide, 50 mg. 
Raudixin and 625 mg. potassium chloride in 
bottles of 20 and 100 tablets.» ” 


SARABHAI CHEMICALS sanoos 
none 


SQuiss ‘Squibb Quality—the Priceless Ingredient oF 
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\) NEW AND IMPROVED ORAL DIURETIC 


gRPRINOX 


APRINOX is 100 to 200 times more potent than 
Chlorothiazide, (about 10 to 20 times more 
potent than Hydrochlorothiazide ). It has a 
longer duration of action, so that only a single 
daily dose is needed for initial treatment and 
+ once or twice weekly for maintenance; and it 
reduces the risk of significant potassium loss 
during treatment. 
APRINOX is supplied as tablets of 2°5 mg. and 
5 mg. in bottles of 10, 25 and 100. 


APRINOX OFFERS GREATER EFFICIENCY 
AND SAFETY AT LOWER COST 


sooTs ORUG CO. (INDIA) PVT. LTD., 17, NICOL ROAD, BOMBAY - 1. 
) NATIONAL BA 160 
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ESKAMEL FOR ACNE 


controls acne rapidly 
masks lesions immediately 


(Incorporated in England with limited liability) 
141 Fort Street, Bombay |! 


Distributed by 


Pharmed Private Ltd. 
Bombay - Delhi - Calcutta - Madras 


SK SMITH KLINE & FRENCH (INDIA) LTD. 


“Eskamel'’ is a trade mark 
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Oral treatment for fungal infection 


The effect of ‘Fulcin’ 


a (griseofulvin) on the hyphae of 
infection of the skin and nails a fungus growing in a nutrient. 


and Microsporum infections 
of the scalp respond 
readily to treatment 
with ‘Fulcin’. 


Growth in nutrient with no 7: 
griseofulvin present. 


‘Fulcin’ (griseofulvin) is an antibiotic which is per million Giecchdivin is present. if 


distinguished by its powerful antifungal properties. 
It has proved highly effective when given by 
mouth as a systemic treatment for mycotic infec- 
tions of the skin, hair and nails. Clinical 
experience indicates that a daily dose of 
1 gramme (1 ‘Fulcin’ tablet four times 
a day) is adequate for most cases. 


griseofulvin 


TRADE MARK 


The LC.1. Systemic Fungicide 


The effect on growth when 0°8 part 
per million griseofulvin is present. 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) PRIVATE LIMITED , 
Calcutta Bombay Madras New Delhi 
Sole Distributors in India for 
IMPERIAL CHEMICAL INDUSTRIES LIMITED 
Pharmaceuticals Division, Wilmslow, Cheshire, England Ter 913 
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A SYMBOL 
IS MORE THAN 


Nearly forty years ago, the letters A.B. - taken from 
the initials of the manufacturers - were used as a sign 
to describe the first British insulin offered to the 


medical profession. 
The preference now given to A. B. Insulin in all parts 
of the world is based on trust and experience. 


Today, the letters A.B. are the symbol of all that can 
be desired in quality and performance. 

INSULIN A.B. 

LENTE INSULIN A.B. 

GLOBIN INSULIN A.B. 

PROTAMINE ZINC INSULIN A.B. 


Throughout the world doctors and diabetics 
tecognise A.B. as the symbol of reliability. 


ALLEN & HANBURYS LIMITED e BRITISH DRUG HOUSES (India) PRIVATE LTD. 


(Incorporated in England : Limited Liability) 


A SIGN Ty 
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Each tablet contains: 
Phthal Iphathiazole 
049G 


Ethoxydiamino-acridine 
lactate .. 10 mg. 
Available in convenient 


Strip packings of 6 and 12 
tablets. Tubes of 20 tablets. 


: 
: 
: 


For Medical literature, samples 
Sole Distributors: 
KHATAU VALABHDAS & COMPANY 


Indian Globe Chambers, Fort Street, BOMBAY-!. 
elephone: 261655. Telegrams: “SCARLET” 


“3 
Abe 
Ag 
a well tolerated preparation for 
> 
all infections of the intestines 
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»FOR IMMEDIATE 
ALLEVIATION OF 
IRRITATION 
IN A VARIETY 


OF SKIN LESIONS 


» 


Mpdedcardeone Skin Ointment is particularly 
indicated in self limited, allergic and inflammatory 
diseases of the skin. The important indications 
are : Constitutional, Seborrheic, and Lichenified 
Eczema, Contact Dermatitis, Nummular Purpura, 
Allergic Dermatitis, Neuro-Dermatitis, Lupus 
Erythematosus, Pruritus Ani, Vulvae, Scroti etc. 


SUPPLY : 1% Hydrocortisone Skia Ointment in tubes of 3 gm, 


Manufactured by :— 


. DEY’S MEDICAL STORES (Mfg) PRIVATE LTD. CALCUTTA.-19 


Exclusive Distributors ; 

DEY’S MEDICAL STORES PRIVATE LTD. 
CALCUTTA, BOMBAY, DELHI, MADRAS, 
PATNA, GAUHATI, CUTTACK 
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YOU MAY FULLY RELY 
on laboratory glass of 


SIMAX KAVALIER 
_ trade-mark 
SIMAX laboratory boiling glass 
has a coefficient of thermal 
expansion of 
32.10 ’/20—300°C/ 
and therefore satisfies all 


requirements of laboratories. 
Supplied by : 


WEST BENGAL, ORISSA, BIHAR & ASSAM 
# S.P. SINGH & CO. 

Netajt Subhas Road, 

i & #8 Post Box No. 816, Calcutta-1. 


Agents for 
GLASSEXPORT 
~ 
: 
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OINTMENT 


Represents a NEW and ORIGINAL approach to 
the percutaneous treatment of pains of 
traumatic and rheumatic origin 

TUBE OF 30 GMS. 

Mephenesin 10% 
FORMULA:- Methyl! Nicotinate 

Capsicin 


Literature & Particulars from: 
FRANCO-INDIAN PHARMACEUTICALS PRIVATE LTD. 
Bapnu Ghar, Hornby Vellard, BOMBAY 18. 
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ruen SPOLAX 


1S THE RIGHT PRESCRIPTION 


People having constipation, due to low vitality, 
enfeebled digestion, nervous dyspepsia, 
sedentary habits, mental occupations, etc., SPOLAX 
is the answer. It swells in the intestines by water 
absorption, moves the bowels absolutely in the 

order of nature, creates healthy appetite 

and removes the ‘“‘blues’’. 


SPOLAX gives relief to sufferers of Piles and 
also helps to correct the condition. It aids in the 
proper functioning of the liver. 


(GRANULES) 
cCTIONS: 4 
the eramues CONSTIPATION 


g ame- 
— 


SP OLAX A sofe Bowel Regulcior 


J. & J. DeChane, 


Manufactured by 


J. & J. DeChane 
Residency Road, Hyderabad-O"- 
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Multi-vitamin-cum-mineral 


combination of Vitamins, 

Minerals and Lysine Mono Hydrochloride 

is an ideal preparation indicated 

ta Pregnancy and Lactation, promotion 

of growth in children and other 

_ OtMereture on request dificiency conditions due to lack of 
Presentation : Bottles of 112 ml. & 450 mi, Vitamins and Minerals. 


222 222422 2 


i-calcii-plex 
Each 4 mi. contains : 
( Approximately one Teaspoonful ) 
Vitamin A £300 1.U. inl 
Vitamin D2 BP. 666 LU. 3 
i Vitamin 8) BP. 5.3 mg. 
Riboflavine (Vitamin B2) BP. mg. 
Nicotinamide BP. 33 mg. 
dl. Panthenol 
Pyridoxine 
Hydrochloride B.P.C. 
Vitamin Bi2 US? 
Calcium Gluconate BP. 
KHANDELWAL LABORATORIES Calcium Lactate BP. 
PRIVATE LTD. Calcium Hypophosphite B.P.C. 
PRAT, Kalachowki Road. 
Bombay 12 Ferrous Gluconate BP. 
Lysine Monohydrochloride 
In non-syrupy base 
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>MILK FOOD 
FOR BABIES 


YY f fy Yy yy 


Contains 
VITAMIN A 


VITAMIN D 
VITAMIN B; 
VITAMIN Be 
VITAMIN Be 


NIACINAMIDE 
u VITAMIN C and IRON} 
ODF OR BAB! ES in addition to protein, 


MILK PRODUCERS’ UNION fat, carbohydrate, calcium 
and phosphorus 4 


~ Nourishing, easy-to-digest and palatable Amu! Milk Food was formulated by 
scientists of the Central Food Technological Research Institute. Before it was 
introduced in the market, infant feeding trials were carried out at the Institute of 
Child Health, Caicutta, the Kalavati Saran Children’s Hospital, New Deihi, Bala 
Mandir, Madras and the Central Food Technological Research institute, Mysore. 
Published results* showed that Amul Milk Food is suitable for normal and 
marasmic babies. 
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OBSERVATIONS ON SPLENECTOMY IN THALASSAEMIA SYNDROME* 
J. B. CHATTERJEA, F.Nn.1. 


R. N. RAY, m.v., SUSHIELA SWARUP, m.B.z.s. anp S. K. GHOSH, s.sc. 
Department of Haematology, School of Tropical Medicine, and the 


The therapeutic limitation in thalassaemia 
syndrome is too well-known to need any elabora- 
tion. Patients with severe anaemia need periodic 
blood transfusions to keep them symptom-free 
and maintain their blood values at a reasonable 
level compatible with health and activities. The 
question of splenectomy comes when transfusion 
requirements increase and signs of hypersplenism 
(manifested by associated leucopenia and thrombo- 
cytopenia) develop. Increase of transfusion 
requirements is usually related to the develop- 
ment of extracorpuscular haemolytic mechanisms. 
Repeated attacks of ‘crisis’ and massive spleno- 
megaly with its mechanical handicap constitute 
other indications in favour of splenectomy. But 
even in this selected group, the resultant benefit 
has been only partial (Glenn et al, 1954 ; Smith 
et al, 1955 ; Chatterjea, 1959 ; Smith et al, 1960). 
During the last 11 years, splenectomy was 
done in as many as 36 patients of our series. 
These patients have so far been followed up for a 
period of 1 to 11 years. The present communica- 
tion presents the overall results of splenectomy, 
from the clinical, haematological and biochemical 
points of view. Results are evaluated in the light 
of findings in a comparable non-splenectomy 
series maintained and followed up with other 
commonly employed therapeutic measures. 


* Presented at the VIIIth International Congress of 
Haematology held in Tokyo, Japan, September 1960. 


Haematological Unit, Indian Council of Medical Research, Calcutta 


MATERIALS AND METHODS 


Selection of cases—Splenectomy was not recom- 
mended unless the patient was followed up for at 
least one year with a view to ascertaining the 
basic haematologic values, the variation in clini- 
cal symptomatology with reference to various 
environmental stresses, the transfusion require- 
ments, the incidence of crisis, role of hypersplen- 
ism and the patient’s general progress and growth 
patterns. It has been our experience that some 
of the patients, particularly the older children and 
adolescents, get remarkably adjusted to low levels 
of haemoglobin and remain symptom-free till the 
haemopoietic equilibrium is offset by stressful 
environmental situations particularly infections 
resulting in the crisis phenomena when blood 
values fall very sharply. Sometimes the patients 
have come under our observations only during the 
depressed phase of erythropoiesis. If splenectomy 
is decided upon at such stages, the evaluation of 
the results becomes fallacious. The presplenec- 


‘tomy values obtained in these situations would 


represent values lower than their average normal 
values and postsplenectomy values would appear 
to be falsely elevated. It was found that for the 
proper appraisal of the results of splenectomy, it 
was essential to have clear documentation of the 
presplenectomy status of the patients. 

The thirty-six patients splenectomised com- 
prised homozygous thalassaemia 2, and Hb.E- 
thalassaemia 34. The ages of these patients varied 
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TaBLE 1—SHOWING A SUMMARY OF FINDINGS IN THE SPLENECTOMY SERIES AND IN THE CONTROL 


Splenectomy series 


Control series (without splenectomy) 


Postsplenectomy values Final values 
Presplenectomy values (Follow-up: 1 to 10 Initial values (Follow-up: 1 to 10 
years) years) 
Mean Range Mean Range Mean Range Mean Range 


Splenic enlarge- 

ment (in cm.) ... 12-0 2:5—27 _ _ 7 2—12 9 3—25 
Hb. (g.%) 5:7 3-9—10-4 75 5-2—12 654 2-61—14-30 6-00 1-27—9 
P.C.V. (%) 20-9 13-5—29-0 23-4 17-0—37-0 22 14—41 21 9—30 
Hb. F (%) sit 33-3 11—76 31:8 11—60 30 11—97 28 10—80 


Ret. (per c.mm.) 261,000 80,000—460,000 720,000 356,000—1,425,000 235,400 66,000—945,000 234,900 22,500—675,000 


Total W.B.C. (,, ) 7,211 2,000—13,500 14,490 


6,900—39,500 10,900  4,200—21,000 9,530 4,000—25,000 


Platelets ) 222,400 75,000—400,000 574,300 348,000—1,200,000 282,000 127,000—6:4,000 268,000 80,0V0—350,000 


Plasma bilirubin 


(mg.%) 1-51 0-6—7:0 1:27 0-4—3:0 1:31 0-4—4:0 1-41 0-6—5:2 
Plasma Hb. (mg.%) 23-50 10-7—50 20-1 7-9—39 27:0 5-1—84.0 28-0 7—70 
Peripheral normo- 

blasts (perc.mm.) 2,384 75—14,000 46,046 4,850—172,000 3,087  60—18,000 3,894 100—120,000 


from 6 months to 24 years, with male 24 and 
female 12. The haematologic status was variable 
as summarised in Table 1. 

For the proper evaluation of the state of the 
patient’s intrinsic erythropoietic activity, transfu- 
sions were withheld as far as possible. Review of 
relevant literature pertaining to the role of 
splenectomy indicates that in most of the studies, 
the state of the patient’s intrinsic erythropoietic 
activity could not be assessed due to periodic blood 
transfusions which were usually given rather too 
freely. To estimate the basic presplenectomy 
values and its modification, if any, by splenectomy 
it was essential to withhold transfusions. As 
already stated, these patients get remarkably 
adjusted to low level of. blood, the adjustment 
usually improving with age. In younger children 
during active growth period, the adjustment is 
sometimes in a precarious balance. As the meta- 
bolic activities decrease consequent on cessation of 
growth, the haemopoietic equilibrium stabilises, 
though the basic blood values may not show any 
significant rise. The transfusion requirements 
would also decrease naturally as the patient grows. 
This natural variation in transfusion requirement 
should: also be kept in view while reviewing the 
effects of splenectomy. 

When transfusion requirements increase pro- 
gressively and transfused donor’s cells are rapidly 
eliminated particularly with evidence of increased 


sequestration in the spleen, the indication for 
splenectomy is clear-cut. In the present commu- 
nication, an attempt has been made to evaluate 
other indications which are not equally well 
defined. The guide to splenectomy in this series 
was based on the following general criteria: 
(a) massive splenomegaly with mechanical handi- 
cap, (b) evidence of persistent neutropenia and 
thrombocytopenia, (c) occurrence of repeated 
crisis and (d) failure to thrive on conservative 
measures. In a few cases, splenectomy was done 
in the absence of any specific indication with a 
view to ascertaining whether splenectomy would 
in any way improve the basic disorder of 
erythropoiesis. 

After splenectomy—The patients were followed 
up with serial studies on clinical, haematological 
and biochemical features. 


Control—A control group of 58 patients was 
similarly followed (Table 1). 


The following investigations were done in 
addition to routine, clinical and haematological 
examinations: (1) foetal haemoglobin level by the 
alkali denaturation technique of Singer et al 
(1951) ; (2) plasma haemoglobin level before 
(Bing and Baker, 1931) and after 24 hours’ incuba- 
tion (Crosby and Benjamin, 1957) ; (3) mechani- 
cal fragility (Shen et al ; 1944) ; (4) osmotic fragi- 
lity before and after incubation (Ham, 1950) ; 
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(5) autohaemolysis (Dacie, 1950) ; (6) glycolytic 
activity of red cells from an estimation of the rate 
of glucose consumption (Park and Johnson, 1949) 
and production of lactic acid (Barker and 
Summerson, 1941) and pyruvic acid (Koepsell and 
Johnson, 1942) in samples of blood incubated in 
Warburg respirometer under standard conditions ; 
(7) examination of red cells for (a) stability test of 
reduced glutathione (Beutler et al, 1955), (b) 
glucose-6-phosphate dehydrogonase activity (Korn- 
berg and Horecker, 1955), (c) cholinesterase acti- 
vity (Fleisher and Pope, 1954), and (d) levels of 
methaemoglobin (Evelyn and Malloy, 1938). 


RESULTS 


SPLENECTOMY SERIES: 


Of the 36 patients splenectomised, 2 died 
within 2 days of splenectomy due to postoperative 
complications and one died 4 months later after an 
acute infection. Six other patients could not be 
properly evaluated either due to short follow-up 
data or transfusions masking the basic values. 


The relevant data, before and after splenec- 
tomy, in the remaining 27 patients, could be 
summarised as follows: 


Haemoglobin—The average  presplenectomy 
values as recorded in each patient ranged from 
3°9 to 10°4 g. per 100 ml. This represented the 
basic values due to intrinsic erythropoiesis unin- 
fluenced by any blood transfusion. The mean 
value in the series was 5°77 g. per 100 ml. The 
corresponding mean values after splenectomy was 
75 g., the range varying from 52 to 12 g. per 
100 ml. 

P. C. V.—The average presplenectomy values 
ranged from 13°5 to 290 ver cent, the mean of 
the series being 20°9 per cent. After splenectomy, 
the range varied from 17°0 to 37°0 per cent with 
a mean value of 23°4 per cent. 


Reticulocytes—The average presplenectomy 
values ranged from 4 to 20 per cent (80,000 to 
460,000 per c.mm.), the mean of the series being 
10°4 per cent (261,000). _ After splenectomy, the 
range varied from 5 to 55 per cent (356,000 to 
1,425,000), with a mean of 23°4 per cent (720,000). 

Bilirubin—The average presplenectomy values 
ranged from 0°6 to 7°0 mg per cent, with a mean 
of 1°51. The corresponding postsplenectomy 
values were: ranged 04 to 30 mg per cent; 
mean 1°27. 

Total W.B.C.—The average presplenectomy 
values ranged from 2,000 to 13,500 with a mean 
of 7,211 per c.mm. The corresponding post- 
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splenectomy values were: range 6,900 to 39,500 ; 
mean 14,496. 

Normoblasts in peripheral blood—The pre- 
splenectomy values ranged from 75 to 14,000 with 
a mean of 2,384 per c.mm. The curresponding 
postsplenectomy values were: range 4,850 to 
172,000 ; mean 46,046. 


Platele-—The average presplenectomy values 
ranged from 75,000 to 400,000 with a mean of 
222,400 per c.mm. The corresponding values 
after splenectomy were: range 348,000 to 
1,200,000 mean 574,300. 


Foetal haemoglobin—The average presplenec- 
tomy values ranged from 11°0 to 76 per cent with 
a mean of 33°3 per cent. The corresponding post- 
splenectomy values were: range 11°0 to 60 ; mean 
31°8 per cent. When considered in the light of 
total haemoglobin mass, the level of Hb.F appear- 
ed to have increased slightly. 


Plasma haemoglobin—The average presplenec- 
tomy values ranged from 10°7 to 500 per cent, 
with a mean of 235 per cent. The corresponding 
postsplenectomy values were: range 79 to 390 
per cent, mean 20°! per cent. 


Rell cell morphology—The normal effects of 
splenectomy were exaggerated with increase in 
the number of leptocytes, target cells along with 
the appearance of a large number of Howell-Jolly 
bodies and Cabot’s rings and a variable number of 
nonspecific inclusion bodies. 


Data on haemolytic tests—The red cells were 
osmotically resistant, the resistance persisting 
even after incubation for 24 and 48 hours. The 
mechanical fragility, before and after incubation 
was, however, slightly increased as was the auto- 
haemolysis. Elevated plasma haemoglobin level 
increased further after 24 hours’ incubation. 
After splenectomy, the osmotic resistance appear- 
ed to have slightly increased. The tests for 
mechanical fragility and autohaemolysis of incu- 
bated samples provided no indication pointing to 
any improvement in the stability pattern of the 
red cells in circulation (Swarup et al, 1960 c). 
The results in six cases, before and after splenec- 
tomy, are summarised in Table 2. 


Glycolytic and enzymatic studies—In our 
preliminary studies, erythrocytes of Hb.E-thalas- 
saemia disease have shown evidences of increased 
glycolytic activity (Swarup et al, 1960 a). The 
reduced glutathione content of red cells have 
shown an unstable pattern in a large proportion 
of subjects (Swarup et al, 1960 b). The glucose- 
6-phosphate dehydrogenase activity has shown 
normal or high values with normal cholinesterase 
activity and slight increase in methaemoglobin 
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TABLE 2—SHOWING PRE- AND POST-SPLENECTOMY DATA ON HABMOLYTIC STUDIES (IN 6 CasES) 


Before splenectomy 


After splenectomy 


Mean 


Range Mean Range 


- OSMOTIC FRAGILITY 


Before incubation 
Haemolysis starts at 


Haemolysis ends at 


After 24 hours’ incubation 
Haemolysis starts at 


Haemolysis ends at 
MBSCHANICAL FRAGILITY 
IncuBaTION HAEMOLYSIS 
HAEMOLYSIS) 

PLASMA HAEMOGLOBIN 
Before incubation 
After 24 hours’ incubation 


(AuTO- 


TABLE 3—SHOWING RESULTS OF GLYCOLYTIC AND ENZYMaTiIC STUDIES 


D 
GHS G—6—PD units 


Cholinesterase activity 


Methaemoglobin activity 


44** 


* Number giving positive reaction; 


content (Table 3). The exact significance of these 
findings is not clear. These are perhaps related in 
some way or other to the basic intracorpuscular 
defect. It is, however, interesting to point out 
that splenectomised patients have not so far 
shown any differential pattern (Swarup et al, 
1960 c). 

Transfusion requirement—Transfusion require- 
rent decreased in 9 out of 14 patients in which the 
evaluation was possible. 

Repeated crisis — Evidences of recurring 
crises were obtainable in 4 patients. In two 
patients, drop in blood values was associated with 
megaloblastic marrow possibly due to folic acid 
deficiency. All these patients improved and the 
incidence of similar crises was very significantly 
reduced in the post-splenectomy period. 

Associated leucopenia and/or thrombocyto- 
penia—Evidence of leucopenia and/or thrombo- 


** Number tested. 


cytopenia was seen in 12 patients. All of them 
improved with splenectomy with correction of 
leucopenia and thrombocytopenia. 

Death—In addition to three early deaths 
already mentioned, seven other patients had died 
in course of the present study. In four instances, 
death was due to severe infections—two in the 
first year, one in the third year and one in the 
sixth year after splenectomy. The remaining 
three died of progressive anaemia and congestive 
cardiac failure with or without infections—two in 
the first year and one in the second year ; these 
patients failed to obtain the benefit of timely blood 
transfusion. The details of the patients are shown 
in Table 4. 


CONTROL (NON-SPLENECTOMY) SERIES : 


Follow-up of the cases showed an increase in 
the size of the spleen, the net increase depending 


4 
: 
; 0-397 0:36 — 0-44 0-377 630 — 0-40 
0-126 0-05 — 0-20 0-066 004— O12 
| ou — oss 
0-133 008 — 0-16 0-067 004 — 0-16 
314 118 — 830 5-46 1:30 — 10-30 
2-21 080 — 3-48 3-94 0-94 — 11-30 
316 1s — 46 24-76 975 — 35-0 
237-0 55 —650 298: 1 68:8 — 850-0 
a Mean Range Mean Range Mean Range ea 
Hb. E-thalassaemia ... 14:3 11 —22 1-29 10—1-7 1-41 0-12—3-39 
30** 
Normal 48 5:2 0-84 0-7—1-0 0-13 0 —0-35 
|| 
| 


SPLENECTOMY IN THALASSAEMIA SYNDROME—CHATTERJEA ET AL 


TABLE 4—SHOWING DETAILS OF PATIENTS WHO DIED IN THE SPLENECTOMY SERIES 


Age (years) 


Period of 
survival after 
splenectomy 


Severe anaemia with infection 5 months 


complications 


Postoperative 


Did not receive timely trans- 
fusion 
—do— 


(Jaundice and high fever) 


Severe infection 
Severe anaemia with infection 


Did not receive timely trans-, 
fusion 


Postoperative complications 
Sudden high fever (? acute 


infection) 


Postoperative complications 1 


Bronchopneumonia 


5 years 


TABLE 5—SHOWING DETAILS OF PATIENTS IN THE ConTROIL, SERIES WHO DrEeD 


(years) 


At death 


3-5 Congestive cardiac failure Did not receive timely transfusion 
Bronchopneumonia 
Congestive cardiac failure Did not receive timely transfusion 


usually on the age of the patient at the time of 
first attendance. In children, the increase was 
sometimes considerable, while in adolescents and 
young adults with milder forms of the disease, no 
further increase in the splenic size could usually 
be made out. In a particular patient, at the time 
of first attendance there was, however, no direct 
correlation between the splenic size and the 
degree of anaemia. Compared to the postsplenec- 
tomy status, the growth patterms and clinical 
symptoms in this group did not show any signi- 
ficant difference. 

Hb. and P.C.V. values tend to show slight 
decrease ; W.B.C. was significantly depressed in 
2 and platelets also in 2 cases. There was no 
significant change in the reticulocyte count, bili- 


rubin content, or haemoglobin F level. Number 
of peripheral normoblasts did not also show any 
significant change. 

Four patients died. The details of these cases 
are shown in Table 5. 


~ 


DISCUSSION 


In a series of 27 patients in which adequate 
follow-up data were available, improvement of 
Hb. and P.C.V. values was seen in as many as 
25. The improvement, though slight, appeared 
to be significant when compared to the natural 
variation of the disease in the nonsplenectomised 
subjects. 

The plasma bilirubin level after splenectomy 
tended to fall, but this did not appear to have 


~ 
Serial 
= Intials At first . Cause of death po Comment 
attendance death 
2. P.K.D. 1 2% 
4 NM. 4 5 
REM. 5 6 3 days 
| & S. 16 6 months 
| 
é % SN. 24 
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7 Initials Cause of death Comment y 
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2. AP. 3 
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attained any significant proportion except in one 
patient. The reticulocytes however, showed defi- 
nite rise as did the number of peripheral normo- 
blasts. 

Total W.B.C. count showed definite rise. 
Leucopenia observed in 5 cases was corrected. 
Similarly platelet counts rose and thrombocyto- 
penia observed in 9 cases was corrected. 

Reticulocyte count—In thalassaemia syndrome, 
the absolute reticulocyte count is increased usually 
to the extent of 2 to 5 times the normal level. 
Inspite of this reticulocytosis, the erythropoietic 
activity is not adequate to maintain normal blood 
values. After splenectomy, the reticulocyte count 
increased further, the increase being 2 to 3 times 
the basic presplenectomy values. If this increase 
was due to improvement in effective bone marrow 
function, the blood values should have increased 
still further. Alternatively, the increase might 
have been due to the mobilisation of bone marrow 
‘pool’ to the peripheral blod. The associated in- 
crease of normoblastosis would favour the latter 
possibility. In this context, it is possible that the 
slight elevation of Hb., R.B.C., P.C.V. values as 
recorded is due to the increase in the number of 
reticulocytes which in red cell count, haemoglo- 
bin estimation and P.C.V. determination cannot 
be differentiated from mature red cells. In view 
of the fact that reticulocytes mobilised from the 
marrow are relatively more immature, their pre- 
sence in the peripheral blood as also normoblas- 
tosis are not expected to serve any useful func- 
tion. The reticulocyte number in the circulating 
blood is determined by three variables: (a) the 
rate of production of new reticulocytes in the 
marrow, (b) the stage of maturation at which reti- 
culocytes are delivered into peripheral circulation 
and (c) the rate of disappearance of reticular 
substance. It has been shown by Baldini and 
Pannacciulli (1960) that in Cooley’s anaemia, in 
vitro maturation of reticulocytes is prolonged due 
to the presence of younger reticulocytes and the 
delay in the rate of disappearance of reticular 
substance. Our preliminary studies on respira- 
tory and cholinesterase activity of thalassaemic 
cells have also shown that reticulocytes in this 
disease do not have the expected activity of nor- 
mal reticulocytes (Swarup et al, 1960a, 1960b, 
1960c). These facts would confirm that the num- 
ber of reticulocytes in the circulating blood can- 
not be indiscriminately used as a precise index 
of effective erythropoiesis. In view of the very 
high reticulocyte count (40 to 60 per cent) 
observed in some patients after splenectomy, it 
would become necessary to make correction for 
the same in red cell count. The necessity for 


euch correction becomes all the more pertinent 


with growing realisation that reticulocytes in this 
disorder are relatively more immature and func- 
tionally less active. Just as normoblasts must be 
subtracted in the enumeration of leucocytes, 
similarly reticulocytes may be deducted for a 
proper appraisal of the true red cell count. 

Results of the various haemolytic tests indi- 
cate that splenectomy does not in any way improve 
the stability of the circulating red cells. The 
glycolytic and enzymatic studies would also tend 
to show that splenectomy does not in any signifi- 
cant way modify the related intracorpuscular 
defect. 


In thalassaemia syndrome, the main cause of 
anaemia is ineffective erythropoiesis resulting in 
the release of a large number of grossly mal- 
formed red cells which are rapidly eliminated not 
only through the mediation of reticuloendothelial 
system but also intravascularly. The red cells 
are too unstable to stand the wear and tear of 
normal circulatory trauma. A review of overall 
results of splenectomy indicates that in an average 
case, the role of spleen in the causation of anaemia 
is of minor importance. In the present series, 
massive splenomegaly associated with leucopenia 
and/or thrombocytopenia have, however, provid- 
ed definite indications for splenectomy. Removal 
of ‘splenic load’ added to the general comfort and 
well being of the patients. Splenectomy has fur- 
ther been beneficial in instances of recurring 
crises. The role of splenectomy in reducing the 
transfusion requirements could also be confirmed. 


In the absence of any specific indication, small 
children with severe anaemia are in general less 
likely to benefit from splenectomy than older 
children. This is due to the former group hav- 
ing more severe erythropoietic defect which is 
hardly influenced by splenectomy. 

Susceptibility to infection, particularly during 
the first two years following splenectomy, appear- 
ed to be a real problem to be alerted to. 


SUMMARY 


Review of the results of splenectomy in a 
series of 36 patients with thalassaemia syndrome 
indicates that the stability of the red cells are not 
improved by the operation. Significant haemato- 
logical changes are increase in the number of reti- 
culocytes and nurmoblasts due presumably to their 
mobilisation from the marrow. It is doubtful 
whether splenectomy would raise the basic 
R.B.C. and Hb. levels. It may, however, pre- 
vent deterioration of blood values. Splenectomy is 
not useful in all cases. Recommendations for 
splenectomy should be restricted to the cases 
showing (a) massive splenomegaly, (b) hypersple- 
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nism, (c) repeated crises and (4) rapid destruction 
of transfused cells (from compatible donors) parti- 
cularly with evidence of splenic sequestration. 
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The beneficial effects of aortic valvotomy in 
aortic stenosis have been ampiy proved since the 
first valvotomy was performed by Tuffier in 1913. 
He attempted to dilate the stenosis from outside 
by invaginating the aortic wall into the aortic 
orifice. Bailey et al (1954) first reported the 
transventricular valvotomy. Since then the 
surgical and anaesthetic techniques have advanc- 
ed, especially with the introduction of hypother- 
mia and heart-lung bypass in cardiac surgery. 
The operation itself is not so hazardous as in the 
past, although the mortality rates in selected ins- 
titutions range between 10 and 15 per cent (Brock, 
1957). 

The operation of aortic valvotomy has been 
undertaken in the western countries for about a 
decade. But in India the surgery of aortic valve 
is still in its infancy. In our unit aortic valvo- 
tomy has been undertaken since 1959. The pre- 
sent paper is concerned with our experiences in 
the first ten cases of aortic valvular disease 
admitted to this unit for investigation and oper- 
ation. 


MATERIAL AND METHODS 


The ten cases of aortic valvular disease were 
admitted to this unit since July, 1959, and their 
ages ranged from 12 to 45 years. Eight of the 
patients were male. The cases have been follow- 
ed up for a year or more. The clinical diagnosis 
of aortic stenosis was established on the follow- 
ing findings: 

1. Clinical examination— 

(a) A midsystolic ejection murmur at the base 
of the heart accompanied by a systolic 
thrill. The murmur was conducted up 
the carotids in the neck. Reversed 
splitting of second sound was noted in 
one case. 

(b) Left ventricular type of apical impulse. 
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2. Radiographic examination—This showed 
enlarged cardiac silhouette with left ventricular 
(L.V.) configuration. 

3. Electrocardiographic examination (12 
leads)—This showed in all cases the usual pattern 
of left ventricular hypertrophy. 

The clinical findings were further confirmed 
by at least two other independent observers. 

After admission five of the patients were 
screened for evidence of calcification in the 
aortic valve region (Wood, 1956). 

In every case the severity of the stenosis was 
further assessed by simultaneous brachial artery 
puncture and left heart catheterisation following 
Brock’s technique (Brock et al. 1956). 

The patient was kept in supine position and a 
premedication with barbiturate (3 gr) was given. 
Arrangements for emergency thoracotomy, car- 
diac massage, aortic valvotomy were kept at 
hand. The skin about 2 cm. below and lateral 
to the apex of the heart was locally anaesthetised 
by novocaine 1 per cent and infiltrated up to the 
pericardium. A No. 18 gauge needle 125 cm. 
long was insertei at the apex and directed up- 
wards towards the right second costochondral junc- 
tion with a backward angle of 35°. The thrust on 
the needle was felt when it touched the ventricular 
wall. After pushing further the needle entered 
the L. V. cavity and then the stillet was taken 
out, when blood was seen sprouting out during 
systole. Immediately after the brachial artery was 
punctured. Both needles were connected to the 
pressure recording apparatus of our Sanborn 
twin channel machine with simultaneous E.C.G. 


FIG. 1—SHOWING PRESSURE GRADIENT OF 65 MM. OF 
HG acCrROss THe AORTIC VALVE. THE BRACHIAL PULSE 
Wave Is OF Type, SyYsTotic UPpstTRoKe 
Trme=0-2 SEconD. 


recordings. After the tracings were taken both 
the needles were taken out and firm pressure was 
applied over both sites for five minutes. The 
patient was kept supine in bed for twelve 
hours. During this period close watch was kept 
on the venous pressure by observing the 
neck veins. No untoward complications were 
observed following these operations except in one 
case where ventricular tachycardia was precipit- 
ated during the manoeuvre. Fortunately this 
subsided immediately following the withdrawal of 
the needle. 
A few illustrative cases are reported : 


Case REPORTS 


Cask 1—B.G., 12 years, female, had dyspnoea on 
accustomed exertion for one year. Pulse: small yolume 
(anacrotic type); B.P.: 95/70 mm. Hg; Apical impulse : 
L.V. type; X-ray : some enlargement of cardiac shadow; 
E.C.G.: sore degree of L.V. hypertrophy; Left heart 
catheterisation: 65 mm. Hg, pressure gradient across 
the aortic valve (cf. normal: no gradient) Systolic 
upstroke time, i.e., time taken by the percussion wave 
in brachial artery tracing from its start up to the peak : 
0-2 second in this case (Fig. 1). 

Aortic’ open valvotomy was undertaken under hypo- 
thermia in December, 1959. The patient had subvalvar 
stenosis, which was dilated. She was followed up for a 
year. When last seen her symptoms had considerably 
improved. 

Comment—This case had congenital subvalvar aortic 
stenosis in which surgical treatment proved to be of 
great benefit to the patient. 

Case 2—S. R., 4Z years, male, with past history of 
rheumatic fever. He had dyspnoea on accustomed exer- 
tion. Pulse: normal; B.P.: 120/80 mm. Hg; Clinical- 


Fic. 2—SHOWING PRESSURE GRADIENT OF 35 MM. 
or Ho across THE AORTIC VALVE. THE BRACHIAL 
Putse WAVE IS SHOWING STEEP ASCENT OF THE 
PERCUSSION LAMB. SysTOLIc UpSTROKe TIME= 
0-08 SECOND WHICH IS WITHIN NorMaL LIMITs. 
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Fic. 3—SHOWING HIGH PRESSURE GRADIENT OF 
100 mM. OF HG acROSS THE AORTIC VALVE. THE 
BRACHIAL PULSE TRACING SHOWS SyYsToLic UP- 
STROKE TIME OF 0:18 SECOND. 


ly: L.V. enlargement of the heart. Basal mid-systolic 
and early diastolic murmurs were accompanied by sys- 
tolic thrill. X-ray: cardiac silhouette enlarged. E.C.G. : 
L.V. hypertrophy with coronary ischaemia. Left heart 
catheterisation : dominant lesion—aortic incompetence. 
Systolic upstroke time: 0-08 second. (Note the steep 
ascending limb of the pulse tracing in Fig. 2 (cf. anacro- 
tic wave in Fig. 1). Operation was contra-indicated due 
to dominant aortic incompetence. 

Comment—The findings illustrate the importance of 
pressure studies to determine the dominant lesion in 
a case with mixed stenosis and incompetence. The 
clinical judgment solely cannot determine the operabi- 
lity in a case like this where there was no peripheral 
evidence of aortic leak. 

Case 3—Mrs. S.K., 30 years, female, had dyspnoea 
on accustomed exertion. No rheumatic history in the 
past. Clinically: L.V. enlargement of the heart. Basal 
midsystolic murmur accompanied by systolic thrill. 
Reversed splitting of second sound at the base (aortic 
area). X-ray: enlarged cardiac silhouette. E.C.G.: L.V. 
hypertrophy with coronary ischaemia. Left heart cathe- 
terisation : pressure gradient of 100 mm. Hg, across the 
valve. Systolic upstroke time: 0-18 second (Fig. 3). 

Closed transventricular valvyotomy was undertaken. 
Postoperative pressure gradient on the operation table : 
35 mm. Hg. 

Comment—The patient had signs of severe aortic 
stenosis, proved by pressure study. She derived great 
benefit from the operation. 

Cask 4—C.D.S., 45 years, male, had slight dyspnoea 
on exertion. No rheumatic history in the past. Clini- 
cally signs of both mitral and aortic stenosis present. 
No cardiac enlargement. X-ray: slight enlargement 
of cardiac shadow. E.C.G.: ‘P’ mitrale present, other- 
wise normal pattern. 

Right and left heart catheterisation revealed slightly 
raised indirect left atrial pressure, no pressure gradient 
across the aortic valve. 

Pulse tracing: normal pattern (Fig. 4). 
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Fic. 4—SHOWING NO PRESSURE GRADIENT ACROSS THE AORTIC 
VALVE. THE BRACHIAL PULSE TRACING IS OF 
CHARACTER WITH NORMAL DICROTIC NOTCH IN THE DESCEND- 


Inc Lis, 


Considering his age and mild disability no operation 
on mitral valve was undertaken. 

Comment—This patient with combined lesions of 
mitral and aortic valves once again demonstrated the 
necessity of catheter study. Though the patient had 
clinically moderately severe aortic stenosis, catheter 
study proved that the stenosis was not severe enough 
to warrant valvotomy. 


RESULTS 


Of ten cases of aortic valvular diseases 
investigated in our unit, six had aortic valvotomy 
and the rest were not suitable for operation. 
There was one operative death from  ventri- 
cular fibrillation. Three patients derived good 
symptomatic relief from the operation. Following 
operation two developed some degree of incompe- 
tence. 


DIscUSSION 


It has always been a difficult problem for the 
physician to select the cases with aortic stenosis 
suitable for valvotomy. ‘‘The decision is hard to 
make, because most patients do well for so many 
years that any great risk does not seem justified. 
.... Although the operative management of the 
disease is still far from perfect, it nevertheless, 
offers more than does continued medical manage- 
ment at this stage of the disease.”’ (Baker and 
Campbell, 1956). Many of us do not share the 
views of Brock (1957) that aortic valvotomy should 
be undertaken on the patients before they had 
symptoms. By and large, the consensus of 
opinion is in favour of valvotomy only on those 
patients who have symptoms due to low cardiac 
output, e.g., fainting attack, giddiness, angitial 
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pain, effort intolerance. The nature of the pulse 
(anacrotic character) with delayed upstroke is a 
good guide of the degree of stenosis. Low pulse 
pressure is also of help. Reversed splitting of 
the second sound at the base is also diagnostic of 
severe stenosis. Not infrequently, aortic stenosis 
co-exists with some degree of incompetence. The 
predominating lesion may be extremely difficult 
to judge clinically. The mere presence of systolic 
thrill and murmur at the aortic area is not a 
reliable sign of aortic stenosis, as it has been 
reported in some cases where the predominating 
lesion was aortic incompetence diagnosed only 
after thoracotomy. 

Mathews et al (1955) stated that it should not 
be necessary to know the gradient across the valve 
to assess the severity of stenosis, although they 
did not give any figures in support of their state- 
ment. The present series consisted of cases 
referred by physicians to our unit with the 
diagnosis of dominant stenosis and as such should 
be benefited by operation. Evaluation of our 
results clearly shows that clinical assessment may 
be deceptive in some cases. Thus, of our ten 
cases four were unsuitable for operation. 

Our method of assessment is not a perfect one 
in the sense that so long as we cannot measure 
the forward flow through the aortic orifice, the 
high pressure gradient across the valve is a crude 
method of assessing the severity of stenosis. The 
withdrawal pressure recording from the aorta to 
the left ventricle by passing a polythene tube 
through the ventricular puncture needle is helpful 
in diagnosing subvalvar stenosis. But technically 
it is difficult to pass the catheter many a time. 
Left heart angiocardiography is of help here and 
in future we are contemplating to undertake the 
same in suitable cases. 

Our criteria of operability in aortic stenosis 
were the following : 

1. Disability of the patient with clinical signs 

of severe stenosis as described before. 

2. Evidence of left ventricular hypertrophy in 
E.C.G. Concurrent ischaemia of myo- 
cardium was not an absolute contra- 
indication. 

3. Left heart catheterisation study and pulse 
tracing: Pressure gradient of 50 mm.Hg 
and systolic upstroke time more than 0°18 
second were considered as good indications 
for valvotomy. 


SUMMARY 


Ten cases of aortic valvular diseases were 
investigated in ocr unit by left heart catheterisa- 
tien study. 


A simple and relatively safe method 


for catheterisation has been discussed. It has been 
stressed that before operation one should assess 
the case both clinically and by pressure gradient 
study to find out the predominant pathology in a 
case with mixed valvular lesions. 
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TUBERCULOUS MENINGITIS 


N. R. MEHTA, (8om.) 
Deputy Physician, Irwin Hospital and 
Senior Lecturer in Medicine 
M. P. Shah Medical College, Jamnagar 


Tuberculous meningitis, till recently, was 
considered the terminal event in fatal cases of 
tuberculosis and the prognosis was hopeless. But 
doubt always hangs over the exact nature of the 
cases that recover. With the introduction of 
specific antituberculous drugs, the prognosis has 
improved considerably provided cases are diagno- 
sed in time and treated properly for a prolonged 
period. With the controversy still continuing 
about the route of administration of streptomycin, 
it was thought that evaluation and reporting of the 
results of cases of tuberculous meningitis treated 
at the Irwin Hospital might be useful. With this 
idea a study of 20 cases of tuberculous meningitis 


is reported. 
MATERIAL AND METHODS 


Twenty cases of tuberculous meningitis, ad- 
mitted in the children and adult medical wards of 
the Irwin Hospital, Jamnagar, from 1-5-58 to 
30-6-59 were studied. The case histories were re- 
corded in detail including the treatment under- 
gone by the patients prior to hospitalisation. A 
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thorough clinical examination was done ; the cere- 
brospinal fluid (C.S.F.) was examined initially and 
later at repeated intervals, and the chest was 
either x-rayed or screened. Culture of tubercle 
bacilli could not be done. Patients were persuad- 
ed to remain in the hospital as long as possible. 
However, many patients went home earlier than 
we would have liked. They were advised to re- 
port for check-up every month. A _ follow-up 
study of those who reported was continued. The 
initial treatment was with streptomycin 1 g. intra- 
muscularly and INH 300 mg. orally daily for 
adults and proportionately less for children. Four 
cases were given hydrocortisone orally for 3 weeks 
and one case was given hydrocortisone 50 mg. 
intrathecally and streptomycin 75 mg. intra- 
muscularly twice a week for 3 weeks. 


: RESULTS AND DISCUSSION 


The mortality and recovery rates in different 
age-groups are shown in Table 1. 


Taste 1—SHOWING RESULT OF TREATMENT 


No No. 

Age group admitted died recovered 
0-2 years 3 2 1 
212 ,, 8 1 7 
13-38 a 3 6 
20 6 14 


The overall mortality rate was 30 per cent and 
recovery rate was 70 per cent. Those under two 
years of age showed the worst results. However, 
as in each age-group, the number of cases was 
small, the percentage results were not deduced. 


Out of the six patients who died, three died 
on the day of admission, one each died on the 2nd, 
3rd and 4th day of admission. The patients who 
survived the first week and thus had time enough 
for drugs to act, recovered. Table 2 shows the 
death and recovery rates as against duration of 
the illness before hospitalisation. 


Taste 2—SHOWING DEATH AND RECOVERY RATES 
AGAINST DURATION OF ILLNESS BEFORE ADMISSION 


uration of illness No. of 

before hospitali- - No. died No. recovered 
cases 

sation 


15 days or less 
16-30 days 
Upto 2 months 
2-3 months 


on 
nh 


1 
1 
4 
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Table 2 shows that the longer the duration of 
illness before diagnosis and starting of treatment, 
the worse are the results. Hence the necessity of 
diagnosing the cases early. 

The duration of hospital stay of those who re- 
covered varied from 1 to 4 months. 

The condition of sensorium at the time of 
diagnosis is important from the prognostic point 
of view. Rossi and Stockli (1955) state that the 
prognosis of those who are in coma is very bad. 
In the present series, six patients were admitted 
in comatose condition, of which four died ; two of 
them were children and both of them died ; 
out of four adults two died. 

Clinically, the following important signs were 
observed (Table 3). 


TaBLe 3—SHOWING AN ANALYSIS OF SIGNS 


Signs No. of cases 

Fever, varying from 99—104°F 20 
Convulsions aoe 5 
Neck rigidity 15 
Kernig’s sign... ves 14 
Sixth cranial nerve palsy (bilateral) ... 2 
Third cranial nerve palsy (unilateral) 1 
Hemiparesis des 2 
Retention of urine (children under 3 


Moreau et al (1954) have drawn attention to 
neurological complications in tuberculous menin- 
gitis. Ocular palsies have occurred in 3 cases in 
the present series. One of the cases died and the 
remaining two recovered. In the latter cases the 
palsies became less and less and were no longer 
present at the time of discharge. Hemiparesis 
occurred in two cases, both of them children. One 
case who had been followed up for 2 years had 
residual spastic hemiparesis and was much less 
disabled than he was at the onset of the illness. 
He was able to walk with a limp and feed himself 
and also attend school. No behavioural problem 
was noticed in any of those who recovered. 

Tuberculous focus elsewhere in the body—The 
chest of all the 14 cases was examined radiologi- 
cally—6 were x-rayed and 8 screened. A detail- 


ed radiological examination of gastro-intestinal . 


tract or of urinary tract was not conducted, as 
none of them complained of any symptoms point- 
ing to an affection of those systems. The results 
are given in Table 4. 

Cerebrospinal fluid—The initial C.S.F. picture 
is shown in Table 5. 
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TaBLe 4—SHOWING DISTRIBUTION OF TUBERCULOUS FOCI 
IN DIFFERENT PARTS OF THE BoDy 


Site ‘of “‘tubercalous focus 
No. of cases 


examined L Lymph nodes Miscella- 
Mediastinal Cervical neous 
14 4 1 2 1 6 


TaBLe 5—SHOWING RESULT OF EXAMINATION OF 
Cc. S. Fiurm (First SPECIMEN) 


Colour os ... Colourless to faint yellowish 
Proteins ae .. 180—500 mg. per cent 
Sugar 10—30 mg. per cent 
Chlorides 590—670 mg. per cent 
Cells ... 36—248/c.mm. 
Tubercle bacilli on direct 

smear examination... nil 


No corelation existed between the initial clini- 
cal condition of the patient and initial C.S.F. 
findings, nor was there any corelation between 
initial C.S.F. findings and final outcome of the 
illness. 

If the patient’s clinical condition improved 
with treatment, C.S.F. was examined at intervals 
of one month. If his condition did not show any 
improvement or showed arrest of improvement, it 
was examined sooner. The C.S.F. of 2 cases was 
examined for a fairly long time and the pictures 
are presented in Table 6. 


Taste 6—SHOWING THE C.S.F. FINDINGS IN Two CASES 


Case 1 Case 2 


Items cay After After After After 
Initial 3 9 Initial 3 9 


months months months months 


Protein ... 150 280 70 180 100 
(mg.%) 
Sugar ae 23 40 15 


(mg.%) 


35 
Chloride ... 650 660 670 680 680 


(mg.%) 
Cells ... 140 30 10 150 


(/c.mm.) 


FOLLOW-UP 


All patients at the time of leaving the hospital 
were instructed to report for check-up at inter- 
vals of one month. Only six of them reported 


for varying lengths of time as follows: 2 for 
2 years, 2 for 9 months, 1 each for 5 months and 
3 months respectively. It is not known whether 
some of those who did not report died and, there- 
fore, stopped reporting. 


‘TREATMENT 


All adult cases on admission were given injec- 
tion of dihydrostreptomycin 1 g., I.M. daily and 
isonicotinic acid hydrazide 300 mg./day for first 
30 days. Then streptomycin was injected every 
other day and, depending upon the clinical condi- 
tion, later on streptomycin was given twice a 
week, usually after 3 months of starting of treat- 
ment. Children were given proportionately 
smaller doses. At the time of discharge from the 
hospital, they were instructed to continue to take 
streptomycin 1 g., I.M., twice a week, and 
INH 300 mg. orally daily (children in propor- 
tionately lesser doses) for two years. Intrathecal 
streptomycin was given in only one case. All of 
the patients who survived the initial week 
after admission recovered on intramuscular injec- 
tion of streptomycin combined with oral INH. 
This proves that in practically all patients intra- 
thecal streptomycin can be omitted. Waddell 
et al (1954) state that intramuscular injection of 
streptomycin (but not intrathecal streptomycin) 
and oral INH are preferable. Two cases who 
were unconscious and could not swallow were 
given during the first few days intramuscular in- 
jection of isonicotinic acid hydrazide, 300 mg./ 
day. 

Exudates may cause vascular occlusion and 
fibrosis, which may lead to cranial nerve palsies, 
hydrocephalus and spinal block. Previous efforts 
to prevent obstruction with intrathecal injection 
of P.P.D., heparin, streptokinase and trypsin have 
been hazardous and disappointing. 


Cortisone—Shane and Riley (1953) first sug- 
gested the use of cortisone in tuberculous menin- 
gitis. Ashby and Grant~(1955) reported favour- 
able results in patients treated with cortisone. 
Michel and Pulver (1956) treated 8 cases. In the 
present series hydrocortisone was used in 4 cases. 
One person did not show reasonable improvement 
on I.M. streptomycin and oral INH and 3 patients 
were judged to be in critical condition on admis- 
sion. They were administered hydrocortisone 
orally, 60 mg./day in divided doses during the 
first week after which the drug was gradually 
tapered off during the next three weeks. Two 
of them had ocular palsies. Three of them 
not only began to show improvement in their 
general clinical condition, but the ocular palsies 
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in the two cases also resolved completely. Though 
it may not be feasible to use adrenal cortical 
steroids in all cases due to economic reasons, they 
are very helpful in recovery of serious cases in 
whom they must be used and if possible they 
should be used in all cases of tuberculous menin- 
gitis in addition to intramuscular injection of 
streptomycin and oral INH. The danger of dis- 
seminating tuberculosis is no argument against 
cortisone therapy in tuberculous meningitis. One 
case who was judged serious and was given 
hydrocortisone orally did not show improvement 
even after 14 months. At that time C.S.F. show- 
ed signs of partial subarachnoid block ; proteins 
were 850 mg. per cent and cells were 270/c.mm. 
She was given intrathecal hydrocortisone (‘Efcor- 
lin soluble’, Glaxo) 50 mg. with streptomycin 
20 mg. and then 50 mg. twice a week for 3 weeks. 
She improved remarkably. She was able to sleep 
undisturbed, stopped screaming and was able to 
sit up and stand within 2 weeks after the first 
injection. Her C.S.F., one week after the first 
intrathecal cortisone, did not show any marked 
change in proteins. She went home in high 
spirits. It has not been possible to follow her up. 
But intrathecal hydrocortisone certainly proved to 
be life-saving in her case. 


SUMMARY AND CONCLUSION 


A study of 20 cases of tuberculous meningitis 
with follow-up of six cases for varying periods is 
reported. 

Age incidence has been from below one year to 
38 years. Number of cases below 12 years is 
more than that between 12 and 38 years. 

Age under 2 years, long duration of illness 
before institution of therapy, and coma are of bad 
prognosis. 

Ocular palsies and hemiparesis are not uncom- 
mon. Ocular palsies are probably due to adhe- 
sions due to tuberculous exudate as they resolve 
completely. 

It has taken 8-9 months for C.S.F. to return to 
practically normal. 

Intramuscular injection of streptomycin, oral 
INH and in a few cases oral cortical steroids are 
sufficient to bring about recovery in most of the 
patients, making the necessity of intrathecal 
streptomycin very rare. Occasionally a case may 
require intrathecal streptomycin, or streptomycin 
and hydrocortisone treatment. 

All deaths occurred within a week after admis- 
sion, and hence the overall immediate recovery 
rate is only 70 per cent. 
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Lecturer in Child Health 
Chittaranjan Seva Sadan College of Obstetrics, 
Gynaecology & Child Health, Calcutta 


Since bovine tuberculous infection in man is 
extremely rare in this country, the most fruitful 
field in which to seek for tuberculous infection 
and disease in children is amongst human adult 
contacts. The younger the child, the most 
likely source of infection is to be found in the 
home. 

Price (1948) quotes Keyne who showed that 
home infection is high amongst young children, 
while extra-domiciliary infection increases in 
older childhood. In well-to-do families such a 
disaster may arise from contact with an infected 
maid or servant. Another very possible source of 
danger is the grandparent with chronic cough. 


MATERIALS AND METHOD 


In Chittaranjan Sishu Sadan (which caters for 
children up to twelve years of age suffering from 
non-surgical disorders) Mantoux testing of indoor 
patients is a routine procedure since 1948. 
Chatterjee (1957) has published details of such 
study. 

On admission, the history of any contact with 
tuberculous or suspected tuberculous persons is re- 
corded, and after the Mantoux testing the history 
of contact is re-assessed and further details, when- 
ever available, are gathered. 
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The present paper deals with the result of 
analysis of contact history of one hundred conse- 
cutive Mantoux-positive patients, starting from the 
beginning of 1948. Direct evidence that a child 
has been infected by a certain tuberculous per- 
son can never be absolute. Whenever we found 
that a patient reacting positively to Mantoux test 
had been in undoubted contact with a person 
suffering from active postprimary tuberculosis as 
assessed from clinical history, radiography and 
positive sputum report in recent months, we re- 
garded that person as the source of infection in 
the child. 


RESULT 


Out of one hundred positive reactors, in 
forty-two patients only we could definitely trace 
the source of infection (Table 1). In 12 patients 
no definite history could be found, because some 
of them came from the orphanage and in others 
from lack of co-operation from the parties. 


TABLE 1—SHOWING THE NUMBER OF POSITIVE REACTORS TO 
Mantoux Test IN DIFFERENT AGE-GROUPS WITH 
Sources oF INFECTION 


Known source of infection 


Age No. of positive 
me No. of cases Per cent 
30 10 33-33 
4— 6 via 21 8 38-09 
.... 26 14 53-84 
10—12 23 10 43-47 
Total ... 100 42 42-00 


It is evident from Table 1, that out of one 
hundred positive reactors in only forty-two (42 
per cent) the source of infection could be found. 
If twelve patients in whom no definite history 
could be found are excluded, the percentage 
with known source of infection becomes greater. 


Taste 2—SHOWING Known SouRCcES 
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Table 2 shows that in the age group 0-3 years, 
the mother contributed 60 per cent of cases of 
infection, the father 10 per cent and both parents 
another 30 per cent, so that 100 per cent of the 
incidence of infection in this group could be 
traced to the parents. 

In the age group 4-6 years, each parent contri- 
buted 37°50 per cent (total 75 per cent) of the 
incidence while another 12°5 per cent was contri- 
buted by other family members. So intrafamilial 
source contributed 87°5 per cent of the incidence 
of infection. 

In the age-group 7-9 years, the mother contri- 
ted 28°57 per cent, the father 42°85 per cent, 
both parents 7°14 per cent, and other family 
members 7°14 per cent. So in this age group 
intrafamilial source contributed 85°70 per cent of 
infection. 

In the age-group 10-12 years, 40 per cent of 
infection came from the father, 10 per cent from 
both parents jointly and 20 per cent from other 
family members. So in this group also intra- 
familial source contributed no less than 70 per 
cent of infection. 


DISCUSSION 


It is common experience for tuberculosis 
workers to find that definite history of contact is 
obtainable only in a relatively small proportion 
of the patients with tuberculosis. This is due to 
the desire of the family to conceal such facts to 
avoid social difficulties and also to ignorance 
about its value to the physician. 

Thus Lincoln (1947) and Bentley et al (1954) 
found history of contact only in about 50 per 
cent of their cases. Waddel et al (1954) and 
Robinson and Young (1954) found history of 
contact in 68 per cent only. Bentley et al (loc. 
cit.) observed that the percentage would be 
higher if proper care is taken to evaluate the 
contact history in each case. 


INFECTION IN DIFFERENT AGE-GROUPS 


Source cases 


Total No. 
Age where source 
of infection 
is known 


Mother Father 


No. Percent 


No. Percent 


Family member Same house Neighbours 
Both parents other than but different and 
parents flat others 


No. Percent No. Percent No. Percent 


1 
8 3 3750 3 37-50 
7-9 14 4 257 6 42-85 
0 0 4 


3 0 0 0 0 0 
0 0 1 12-5 1 12°5 0 0 
1 7:14 1 7:14 2 14-28 0 0 
1 2 0 3 30 


20-0 
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In our series, we could get definite history of 
contact in only 42 per cent of cases (excluding 
doubtful cases or doubtful histories of contact). 
From our experience we also found that persist- 
ent effort often revealed contacts not previously 
admitted. 

Wallgren (1952) stated that in young infants 
and babies, the source of infection could be easily 
found out, but in older children it was often diffi- 
cult or impossible to do so. In the series under re- 
view, surprisingly enough, we found a different 
result in that under 3 years of age only in just 
over 33 per cent there was definite history of 
contact and in the age-group 4-6 years in only 
about 38 per cent, history of contact could be 
elicited. This is dificult to explain. As in 
the younger age-group, in the vast majority of 
cases the parents themselves are the sources of 
infection (Table 2), they deliberately withhold the 
history, partly to avoid social difficulty and 
partly from a feeling of guilt. In the older age- 
group, however, in a large percentage of cases 
the source of infection is other than parents, and 
the history of contact in these cases is readily 
obtainable. Moreover we found on many 


occasions that during admission of the child, the 
history of contact was denied by the parents. 
Subsequently when the baby reacted positively, 


we again interviewed the parents (particularly the 
mother) and explained the whole situation with 
definite assertion that the correct history of con- 
tact was essential in the interest of the baby, 
particularly because of the availability of strepto- 
mycin and other drugs which were likely to 
ensure a better chance of complete cure. On 
many occasions we could obtain a correct history 
of contact with tuberculous patients (very 
frequently either of the parents) often with 
an assurance that this information will not be 
divulged. Many parents explained that if it were 
known to others, they would have to face 
extreme difficulty in finding accommodation for 
the family. We gradually found that in subse- 
quent years, we could get more histories of con- 
tact in the younger age-group compared to what 
we obtained in the beginning of our study. 

Coming to the sources of infection in differ- 
ent age groups, Wallgren (loc. cit.) stated that in 
case of young infants and babies, in 35 per cent 
the source of infection was the parents and in 30 
per cent close relatives. 

Nelson (1954) stated that infection in children 
below age of 5 years was most likely to occur at 
home, either from members of the family or 
other residents or from domestic servants; and 
infection in older children was most likely to be 
acquired from contacts outside. 


In our series, we found that under 3 years, 
infection in 100 per cent of cases came from 
parents and between 4-6 years parental source 
contributed to no less than 75 per cent of infec- 
tion. In age group 7-9 years.we found that 
intrafamilial source contributed to no less than 
85 per cent of infection, and even in the age group 
10-12 years to 70 per cent. Probably because 
most of our patients came from low economic 
group, without financial resources for appointing 
maids or servants, this source of infection is not 
reflected in our series. 

It is obvious from the study that in our 
country the main source of tuberculous infection 
throughout childhood period is the family itself. 
This is significant because any anti-tuberculosis 
measure to be successful and economical, must 
aim at preventing natural infection in the most 
vulnerable age group, i.e., infants and young 
children, by B.C.G. vaccination and other avail- 
able methods. Records of paediatric wards are 
available for locating the source of infection 
without delay. 


SUMMARY AND CONCLUSION 


Analysis of human source of infection in ore 
hundred hospitalised children, reacting positivelv 
to Mantoux test has been presented. 

It has been shown that throughout childhood 
in our country, in the vast majority of children, 
the source of infection is to be found in the 
family. 

Reason has been put forward to explain 
failure in securing history of contact in larger 
numbers in the younger age-group. 

A plea has been made for utilisation of re- 
cords of paediatric wards in any campaign 
against tuberculosis. 
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Achalasia cardia is a condition in which there 
is a failure in the relaxation of the lower end of 
the oesophagus when the food is swallowed. 
This naturally delays the passage of the meal 
from the oesophagus into the stomach. It is one 
ofthe commonest causes of dysphagia in middle- 
aged persons and should be differentiated mainly 
from carcinoma and peptic oesophagitis. By 
radiological investigations and oesophagoscopy 
one can arrive at a correct diagnosis in most of 
the cases, though occasionally epidermoid carci- 
noma may be mistaken for achalasia cardia. 


The pathogenesis of this condition has been 
the subject of much study and at present there 
are various theories to explain the aetiology and 
pathology of this condition. So far, none of them 
could explain the pathogenesis of all the cases 
and due to this, the ultimate result of treatment 
is also disappointing in a fairly significant num- 
ber of cases. The recent studies of Ferguson and 
Burford (1960) indicated that they could get 
satisfactory results in only about 80 per cent of 
their patients when they used the modified Hellar 
operation in all of their 56 cases. In several 
other series also the final results have been 
unsatisfactory in about 20 per cent of the 
cases. In order to reduce the percentage of such 
poor results, it has been suggested that pyloro- 
plasty should be done as a routine to minimise 
the possibility of regurgitation of acid gastric 
juice into the oesophagus. Wangensteen (1957) 
also expressed his disappointment with the 
standard Hellar procedure and recommended an 
extensive cardiomyotomy and pyloroplasty to 
improve the results. 

From these suggestions it becomes clear that 
in a good number of cases i not only the 
achalasia that causes various symptoms but there 
exist some other conditions in the stomach and 
the neighbouring structures which are responsible 
for the production of secondary achalasia. Un- 


less these primary causes are removed, the 
patient continues to have symptoms. It seems 
that in most of these cases, achalasia cardia is a 
compensatory mechanism to prevent the regurgi- 
tation of acid gastric juice into the oesophagus 
and therefore, in such cases simple cardiomyo- 
tomy alone may be harmful unless a drainage 
operation like pyloroplasty is performed in 
addition. 

From these observations achalasia cardia can 
be broadly divided into two distinctive groups, 
e.g., idiopathic and secondary. In the former 
variety one cannot find any apparent aetiology 
for its development ; whereas in the latter, there 
is always some primary cause such as disease of 
the stomach, biliary tract, pancreas, etc., which 
might have reflexly resulted in spasm, sclerosis 
and achalasia of the oesophagocardiac junction. 
Recently we came across two such patients 
of typical secondary achalasia cardia in whom the 
treatment of both primary and secondary condi- 
tion had to be carried out to produce a lasting 
relief. Both these patients were middle aged 
women, and both had recurrent attacks of chole- 
cystitis and dysphagia. Because of these, inter- 
resting combinations of diseases we thought of 
reporting these cases. 


CasE REPORTS 


CaSg 1—Mrs. R.P. aged 35, was admitted to the Hos- 
pital with complaints of recurrent attacks of pain in 
the right hypochondrium and a feeling of obstruction 
in the passage of food. The former trouble which she 
had for the last 15 years, has become more or less 
constant instead of isolated attacks and limited to the 
epigastric region. The difficulty in swallowing and feel- 
ing of obstruction just above the stomach have started 
3 years ago. She could, however, take in fluids with 
relatively less difficulty than solids. Occasionally, she 
used to get sudden regurgitation of fluid into the 
mouth, especially in the middle of the night. With 
these complaints she sought admission. 

There was nothing significant in the previous or 
personal history excepting that she had been married 
to an old man and she had no children. The menstrual 
history revealed menorrhagia for the last 5 years. 

On examination she looked intelligent with pleasing 
manners. She had a weak constitution and appeared a 
little anaemic. The abdomen showed the gallbladder 
area somewhat more tender than the other regions; 
but no swelling could be palpated anywhere. The rest 
of the systems did not reveal any positive findings. No 
abnormality could be traced in the plain film of the 
abdomen. The cholecystography showed incomplete 
evacuation of the gallbladder after a fatty meal. The 
x-ftay examination of the oesophagus after barium swal- 
lowing revealed an enormously dilated oesophagus with 
complete narrowing of the cardiac end. No positive 
finding could be elicited in the laboratory examinations. 
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Tracing A, made before medication, reveals a marked action potential following 
the command to relax at point C. Note the difficulty and slowness with which 
the patient responded. 

In tracing B, even though a high action potential appeared at command point C 
the patient showed a definite o almost immediate ability to respond.! 


The remarkable effectiveness of EQUANIL 
may be demonstrated in two ways. One is 
by its ability to relieve muscle spasm and 
neuromuscular tension.! The second is by its 
ability to relieve mental tension and anxiety. 

4. Dickel, H. A. et al.: West. J. Surg., April, 1956. 
Usual Dosage: 1 tablet t.i.d. The dose may be 
adjusted either up or down. according to the clinical’ 
response of the patient. 

(Supplied: 0.4 Gm. tablets, bottles of 20, 100 and 250, * 
0.2 Gm. tablets, bottles of 20 and 250. “ig 


anti-ahxiety factor with-muscle-relaxing- action | 
' ,.. relieves tension 


(Ineorporated in England with Limited Liability) 
Indian Branch: Steelcrete House, Dinshaw Wacha Road, Bombay !. 
* Trade Mark 


T 
Wj the JOHN WYETH & BROTHER LIMITED, LONDON 


iw 4 
t 
A Ge 
¢ 


xxxiv J. I. M. A, Advertiser - Vol. 37, No. 2. 


Palatable gastric juice from the bottle 


_Enzynorm replaces normal gastric 
juice in all cases of diminished 
acid enzyme production. It is 
proteolytically active within the 
entire pH range of the stomach, 


Bottles of 100 mi and 500 mi 


GERMAN REMEDIES & Trading Co., Private Ltd. 
P.O. Box 1945, Bombay |. 


‘ 
= 

} 

d 

ENZYNORM 
liquidym 

e 

eat 


SECONDARY ACHALASIA CARDIA—UDUPA 17 


A diagnosis of achalasia cardia was made. After 
preparing the patient thoroughly a left upper paramedian 
incision was made and the abdomen opened. The 
triangular ligament of the left lobe of the liver was cut 
and the peritoneum over the oesophagocardiac junction 
was incised. The oesophagus was gradually separated 
from the surroundings and lifted up. A modified 
Hellar’s procedure was carried out in which the muscles 
and submucous layers of the oesophagocardiac juncticn 
were cut longitudinally for a distance of 10 cm. on the 
oesophagus and stomach. At the end of the procedure 
the mucous membrane bulged freely between cut muscle 


fibres. After completing this procedure the abdomen ~ 


was explored. The gallbladder was found full of small 
faceted stones of the size of split pea. The wall of the 
gallbladder was chronically inflamed. Hence a chole- 
cystectomy was carried out as usual. As the common 
duct did not contain any stone, it was not explored. 
On further exploration it was also found that the patient 
had multiple interstitial fibroids which might have been 
the cause of menorrhagia. However, in view of the 
upper abdoniinal incision hysterectomy could not be 
undertaken in the same sitting. The patient stood the 
operation well and had an uneventful recovery. 

She was gradually allowed to swallow liquids, semi- 
solids and solid foods and she could do so without any 
difficulty. She remained completely asymptomatic for 
the last 2 years and regained her lost weight. 

Comment—From the history, physical examination 
and the operative findings it becomes clear that the 
patient was originally suffering from chronic tholecysti- 
tis with cholelethiasis for the last 15 years, and she 
developed symptoms of achalasia cardia only during 
the last 3 years. It was surprising to see that since 
she developed achalasia cardia, the attacks of bilitary 
colic had become much less in number and severity. 
The incidental finding of fibroid uterus seems to have 
no relationship with that of cardiospasm or cholecystitis. 


Cask 2—Mrs. P.K., aged about 40, was admitted to 
the hospital with the chief complaint of recurrent attacks 
of pain in the upper abdomen for the last 8 years. 
About a year ago, she also started feeling some diffi- 
culty in swallowing, especially of solid foods, for which 
she got herself admitted to the hospital. 


On examination, she was found to be a fairly well- 
nourished middle-aged woman with good health. She 
was highly sensitive and intelligent. Periodically she 
had also menorrhagia. She was childless. The examina- 
tion of the abdomen did not reveal anything except 
tenderness in the region of the gallbladder. 

The results of laboratory examinations of urine, stool 
and blood were within normal limits. 

The radiological investigation of the gallbladder show- 
ed multiple small radiolucent stones. The barium 
swallowing studies of the oesophagus showed a moderate- 
ly dilated oesophagus with narrowing of the oesophago- 
cardiac junction. 

From these findings it was thought that the patient 
was suffering from chronic cholecystitis and cholelithia- 
sis with secondary symptoms of achalasia cardia. It was 
decided that only cholecystectomy should be done initial- 
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ly to see whether it alone would give relief to the 
patient. 

Operation—Under general anaesthesia of intratra- 
cheal gas oxygen and ether the abdomen was 
opened by a right paramedian incision and chole- 
cystectomy was performed as usual. There was no 
evidence of stone -in the common bile duct and 
hence it was not explored. On further explora- 
tion of the lower abdomen there were seen multiple 
Small fibroids in the uterus. However in view of the 
difficulty in exposure no attempt was made to remove 
them. The oesophagocardiac junction was also palpated 
for evidence of growth. Since there was nothing abnor- 
mal and since we were of the view that dysphagia may 
be functional, no attempt was made to do Hellar ope- 
ration, and the abdomen was closed. The patient had 
uneventful recovery. However her secondary complaint 
of difficulty in swallowing still persisted. It used to 
aggravate periodically whenever she had some mental 
upset. If she took some antipasmodics, such as 
antrenyl or belladenal tablets, she would get some relief. 
However, her condition did not improve and hence she 
underwent another operation in which she had modified 
Hellar operation through the abdomen. Thereafter she 
was completely relieved of her trouble and she could 
swallow everything without any difficulty. 

Comments—This is another patient who to start with 
developed symptoms of chronic cholecystitis with 
cholelithiasis and then developed achalasia cardia as a 
secondary complication. However the removal of the 
primary condition by way of cholecystectomy did not 
produce any relief to her dysphagia and therefore she 
had to undergo a second operation. The incidental find- 
ing of fibroid of the uterus seems to have no direct 
connection with the above symptoms. 


DISCUSSION 


The causative factors of achalasia cardia had 
been discussed by many workers during recent 
years. But these causes could not explain the 
development of the disease in all the patients. 
However one common feature, which was found 
in most of these cases, was the instability of 
their mental condition. Either they were found 
to be highly intelligent or absolute dullards. 
So far, we have operated on 8 cases of achalasia 
cardia out of which 5 were highly intelligent and 
3 were found mentally underdeveloped. 

It is commonly seen in middle-aged women, 
though the men of the same age are also affected 
quite frequently. In spite of this, very few 
observations have so far been made with regard 
to its causes, other than neurogenic factors. 
Though all the causative factors might produce 
the disease reflexly through the nerves of that 
region, it would be worthwhile to investigate the 
factors that would stimulate these nerves. 

The two identical cases that have been re- 
ported here might throw some light on the sub- 
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ject: Both the patients were middle aged women, 
and both had symptoms of biliary colic for some 
years. They were highly intelligent and were 
suffering from menorrhagia due to multiple inters- 
titial fibroids. Both were sterile and therefore 
they had psychological maladjustment in the 
society. Thus the association of these three clini- 
cal conditions namely, achalasia cardia, chronic 
cholecy~titis with cholelethiasis and fibroid of the 
uterus in middle-aged women, may not be mere 
coincidence. From the findings of these cases 
we felt that the recurrent attacks of cholecystitis 
might have reflexly produced disturbance in the 
sphincter mechanism. Because, in both the cases 
the achalasia cardia developed much later than the 
recurrent attacks of cholecystitis. Development of 
such an achalasia had helped one of the patients 
by reducing the number of attacks of biliary 
colic. The patient reported that after she deve- 
loped dysphagia she had almost forgotten about 
the biliary colic, since she got only mild discom- 
fort in the right hypochondrium only occasion- 
ally. However, in the second case, mere chole- 
cystectomy did not produce any lasting relief 
though it did give her some relief initially. This 
might be explained from the fact that irreversible 
changes might have already taken place in the 
sphincter mechanism of the oesophagocardiac 
junction. 


In view of these possibilities which might have 
reflexly caused achalasia we are of opinion that 
as far as possible, a complete gastrointestinal and 
biliary tract investigation must be carried out to 
detect the other accompanying pathological condi- 
tions. Amongst the various diseases, the possibi- 
lity of chronic cholecystitis and peptic ulcers 
with pyloric obstruction must be kept in mind. 


Based on our experience we are also of the 
view that the operations through abdominal 
approach would be preferable to the thoracic 
approach. With the help of modern anaesthesia 
supplemented with muscle relaxants it hardly 
makes much difference, whether we approach the 
region through the abdomen or through the chest, 
so far as the exposure is concerned. But the 
abdominal approach has many advantages. It 
does not interfere with the sphincter mechanism of 
the diaphragm, since one need not cut this muscle 
at all for exposing the oesophagus. Secondly, one 
can always explore the entire abdomen, and 
remove in the same sitting the other initiating 
factors, such as diseased gallbladder, appendix, 
peptic ulcer, etc. Lastly, it is well known that 
the postoperative morbidity and mortality is 
somewhat higher in thoracotomy than in laparo- 


tomy. 


SUMMARY 


We are of the view that achalasia cardia may 
be broadly divided into two categories, namely 
idiopathic and secondary. Whereas the idiopathic 
variety can be treated by modified Hellar opera- 
tion alone, the secondary variety needs simul- 
taneous surgical extirpation of the primary cause 
in the abdomen to give a lasting relief. Two case 
reports of secondary achalasia cardia have been 
given to substantiate the above views. 
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PRACTITIONERS’ SERIES 


EMERGENCIES IN E.N.T. PRACTICE 


D. S. SARDANA, Mss., F.R.C.s., D.L.o. 
Safdarjang Hospital, New Delhi 


There is a wide variety of emergencies in this 
speciality ranging from a mild harmless epistaxis 
to the immediately fatal laryngeal obstruction. 
To cover such a large subject in a short paper 
would entail too much condensation. Hence only 
a few common conditions that occur in every-day 
practice have been included. 


Tue Nose 


Injuries to the nose may result in fracture and 
lateral displacement of the nasal bones. Local 
tenderness, abnormal mobility and crepitus are 
usually present. X-ray examination only confirms 
the diagnosis but does not indicate the treatment. 
In the absence of external or internal deformity no 
treatment is required. Arrangements should be 
made to set the fracture within a few hours of the 
injury, otherwise rapidly developing oedema will 
make the diagnosis and treatment difficult. The 
manipulations should not be put off for more than 
10 days. To achieve good cosmetic result surgical 
experience is essential. . 

Epistaxis—Apart from fractures epistaxis re- 
sults from many other causes ranging from nose 
picking to haemophilia. These cases can be 
divided into 2 groups: (i) Cases where the bleed- 
ing vessel is easily located in the anteroinferior 
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part of the septum, viz., the Little’s area and (ii) 
cases where the bleeding is from other parts of the 
nose and it is not possible to see any bleeding 
point. A head light, a nasal speculum and a nasal 
spray containing 2°5 per cent cocaine are essential 
in diagnosis and treatment. The nose is sprayed 
with cocaine solution and then packed with }” 
ribbon gauze soaked in liquid paraffin. After a 
few minutes the packing is removed and the bleed- 
ing vessel is usually located in Little’s area. The 
vessel is now cauterised with trichloracetic acid or 
silver nitrate 50 per cent. On removing the pack, 
the haemorrhage may be seen either to have 
stopped or to be continuing. If however the bleed- 
ing has not ceased and if the flow is not profuse, 
packing is generally avoided, because it only helps 
to produce ulceration of the mucosa and on remo- 
val of the packing the nose bleeds again from some 
other point or points. The patient is better put 
to bed and given suitable doses of morphia which 
lowers B.P. and calms the patient. The surgeon 
should be composed and reassuring to relatives 
and avoid fiddling too often with the nose 
on relatives’ request as otherwise the bleeding does 
not get a chance to stop. If the bleeding does 
not stop, one should consider giving a small blood 
transfusion. If the patient has to be referred to 
a specialist for electric cautery, it should not be 
delayed beyond 24 hours, as otherwise it would be 
too late to locate the bleeding vessel. Investiga- 
tions for elucidating the cause should be kept to 
the minimum, to avoid disturbing the patient. 


Foreign bodies—These are commonly inserted 
into the nose by children. If of vegetable origin 
they tend to swell up. Foreign bodies cause 
unilateral blockage, discharge and bleeding. They 
are not dangerous though parents feel quite 
alarmed. With a head light and the child held 
securely, it is quite easy to bring it forward with 
a hook. One should try to get above and behind 
the foreign body. One must take every care not 
to break the foreign body into pieces or push it 
into the roof of the nose. It may inadvertently 
be pushed into the nasopharynx where a finger 
should be kept if general anaesthesia is used. 
Catching with forceps should be avoided. If for- 
gotton and left in the nose a small foreign body 
may form the nucleus of ‘a rhinolith. 


Flies may lay eggs in the noses which are the 
seat of atrophic rhinitis or syphilis. Patients come 
with epistaxis, obnoxious stench and maggots 
crawling from the nose. The bridge of the nose 
may show cellulitis. It is quite easy to treat these 
cases and there is no need to refer them to a 
specialist. Irrigation and packing with chloro- 
form-turpentine oil mixture, diluted 25 per cent 
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kills the maggots in 3 to 4 days. Penicillin should 
be administered to prevent meningitis. 


Tue THROAT 


Sharp linear foreign body like small fish bones, 
ears of wheat or corn, or splinters may get stuck 
in the throat in the tonsils or lingual tonsils and 
cause pricking pain and extreme annoyance to 
the patient. If left over they may cause an abscess 
locally. With a proper head light, a tongue 
depressor in left hand, and a long artery forceps 
in right hand, the foreign bodies are easily re- 
moved. 


Ulcers in the mouth and throat are quite pain. 
ful and to achieve a cure correct diagnosis is 
essential. 


Acute follicular tonsillitis, diphtheria and Vin- 
cent’s angina present a diagnostic triad. In diph- 
theria the child is usually between 2-5 years. 
The temperature is higher in acute tonsillitis and 
very slight in Vincent’s angina. However 
toxaemia and prostration are maximum in diph- 
theria. On examination, in tonsillitis there is an 
unusually patchy exudate confined to the tonsils, 
while in Vincent’s angina there is a ragged ulcer 
covered with greyish membrane. ‘The lesion is 
usually confined to one of the tonsils. In Vin- 
cent’s angina there is the tell-tale evidence in the 
associated gingivitis and ulcers over the palate and 
tongue. In diphtheria there is a continuous 
greyish white membrane which extends beyond 
the tonsils to the palate, uvula, pharynx and 
larynx. Vomiting and albuminuria are also more 
frequent in diphtheria. In every doubtful case a 
smear and culture examination should be made. 
If the culture is negative but clinically it looks 
like diphtheria it is safer to administer antidiph- 
theritic serum. Out of all these conditions it is 
important to exclude diphtheria because even a 
few hours’ delay in giving antidiphtheritic serum 
(A.D.S.) may weigh the scales against the patient. 
Sometimes a misdiagnosis of diphtheria is made in 
patients discharged after tonsillectomy. The his- 
tory of a recent tonsillectomy should clear up the 
diagnosis. 

Quinsy—A sore throat after 3 to 4 days passes 
into a peritonsillar abscess when the patient locates 
severe pain on one side and is unable to open 
the mouth, and saliva dribbles out of his mouth. 
He feels as if he has a hot potato in the mouth. 
There is swelling in front of and above the ton- 
sil. The uvula points away from the side of the 
quinsy. It is better to aspirate the abscess as it is 
safer than using a knife. The aspiration 
must be effected without any spilling into the 
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pharynx. Penicillin given for a week cures the 
condition. 

Retropharyngeal abscess in a weakly infant 
presents with croupy cough, stridor and dysphagia. 
The posterior pharyngeal wall is pushed forward, 
sometimes between the tonsils. Here also aspira- 
tion is safer than incision. In both the above two 
conditions anaesthesia is not desirable. In quinsy, 
specialists are recommending tonsillectomy straight 
away. 

Bleeding after tonsillectomy—Reactionary type 
of bleeding may occur within a few hours of the 
operation and the family doctor may be expected 
to detect it and inform his specialist colleague. 
The child looks pale and collapsed. He continu- 
ally keeps swallowing the blood. He vomits alter- 
ed blood. The pulse is very fast and thready. 
On looking into the mouth, the throat is found 
full of blood or the blood may be confined to one 
side of the throat in the tonsillar fossa. If possible 
a gauze swab soaked in H,O, and held in forceps 
is placed in the fossa and the child asked to 
hold it between the teeth. The operation theatre 
should be immediately made ready and the 
specialist informed. No sedative should be ad- 
ministered unless the bleeding has been controlled. 
Arrangements for blood transfusion should be made 
as it is difficult to judge the amount of blood lost 
and fatalities often occur if blood is withheld. 
Secondary haemorrhage occurs after 3 to 10 days. 
It is usually in the form of slight oozing from one 
fossa. The blood clot should be removed unless it 
is too small, and a suitable dose of morphia 
administered. The tonsillar fossa should be inter- 
fered with as little as possible, because interfer- 
ence only induces bleeding. 

Laryngeal obstruction—When sudden in onset 
it is one of the gravest of emergencies. Death 
is the rule, unless the subject is lucky to have 
a doctor at hand. These remarks refer to angio- 
neurotic oedema and foreign bodies getting 
impacted in the larynx. The former condition is 
diagnosed by previous history of fleeting oedema 
affecting the lips and face or presence of con- 
comitant oedema on the face. This is best treat- 
ed by immediate injection of adrenaline or one of 
the antihistaminics. For foreign body if the sub- 
ject is a child he should be held by the feet with 
the head down and his back slapped. ‘This simple 
procedure may help expel the foreign body. Ifa 
doctor is at hand immediate tracheotomy should 
be performed. Otherwise the child should be 
rushed by the fastest means to the nearest surgi- 
cal centre. This rush is worthwhile, as sometimes 
the obstruction is not so complete and the child 
reaches the doctor in time to have a tracheotomy 
done to save his life. 


Gradual laryngeal obstruction—It is commonly 
seen in diphtheria in children and laryngeal carci- 
noma in adults. The patient is seen to be fighting 
for breath. His intercostal spaces, epigastrium 
and suprasternal notch are indrawn with every 
breath. He is very restless. One can hear him 
creaking from a distance. He is cyanosed. ‘These 
are late symptoms of laryngeal obstruction. One 
should recognise the need of tracheotomy much 
earlier. However patients are brought in this 
stage and it behoves a medical practitioner to refer 
such a case straightway to a surgeon for a tracheo- 
tomy without temporising any further, or if he 
thinks that there is no time to be wasted an 
immediate tracheotomy should be done by him on 
the spot. In such an acute emergency the child 
does not require any anaesthesia, but an adult 
should be given local infiltration anaesthesia. The 
child should be laid across the table with the head 
hanging down and supported in midline by an 
attendant. The larynx is held between the left 
thumb and middle finger and the index finger is 
fitted into the notch below the thyroid cartilage. 
With the knife or blade in right hand one cuts 
right down to the trachea and opens it. There is 
no vital structure in the midline that one can cut. 
Control of bleeding can wait till the trachea has 
been opened. Under such circumstances one 
should not hesitate. Hesitation may cost the 
patient his life and the medical practitioner life- 
long repentance. It is one of the simplest and 
most gratifying operations. The awe that hovers 
around it is due to our ignorance. Every medi- 
cal student should be made to see a few elective 
tracheotomies and should be encouraged to watch 
emergency tracheotomy whenever an opportunity 
presents. However, if it can be avoided, tracheo- 
tomy should never be left too late to be done, be- 
cause apart from death if the patient lives certain 
complications following a hurried tracheotomy may 
lead to life-long disability. 


Food and air passages—Within a few hours of 
birth a suckling may choke itself and turn blue 
on its first feed. This should put everybody on 
guard that we may be dealing with a tracheo-oeso- 
phageal fistula. No further feeds should be given 
and the infant should be rushed to the nearest 
thoracic centre to exclude such an anomaly or if 
present to get it treated immediately, otherwise 
there is no hope for the little one to survive. 


Foreign bodies in food and air passages—Most 
of the patients are children and are reported by 
their parents to have swallowed a small object 
which they have been holding in the mouth. 
It is after all for the doctor to decide where the 
foreign body is. If it is in the larynx the child 
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may be found coughing, choking and turning blue 
or probably dead already. If the foreign body has 
passed down into the tracheobronchial tree there 
is time for the parents to tell that the child had a 
sudden bout of coughing and choking followed by 
noisy breathing and hoarse voice. One can see the 
child breathing hard, having both inspiratory and 
expiratory stridor and looking very ill. This situa- 
tion is next in seriousness to a laryngeal foreign 
body specially if it is vegetable in nature as it 
gives rise to a severe irritant reaction in the whole 
tracheobronchial tree. If the parents say that the 
child cannot swallow anything or finds it painful 
to swallow but did not have any respiratory 
symptoms, one can be certain that the foreign 
body has gone into the oesophagus. A foreign 
body in this situation is least harmful unless it is 
a sharp penetrating variety. Nevertheless it 
has to be removed within a reasonable time, as 
otherwise it may ulcerate the oesophagus and pass 
out giving rise to a peri-oesophageal abscess. 
Round smooth foreign bodies like a coin can be 
tampered with for a few days in the hope that it 
will pass out by itself. The use of coin-catcher or 
the probang has been responsible for quite a few 
deaths. Now-a-days oesophagoscopic removal 
under direct vision has completely changed the 
outlook. Even if the patient has to travel a day 
or two to get the oesophageal foreign body remov- 
ed, he should be sent to a suitable E.N.T. or 
thoracic centre; as removal of foreign body 
from the oesophagus is fraught with danger, even 
to life. If the »atient has to travel some distance 
to have a bronchial foreign body removed, one 
must do a trache tomy to make the journey safe. 
A foreign body, fergotten or unnoticed, leads to 
prolonged disability, ~iz., lung abscess. 


Tue Ear 


The ear is a favourite si*e for foreign body. If 
animate, e.g., the insects, maggots, etc., it is best 
to drown them in oily fluids like liquid paraffin, 
and then syringe them out. For maggots one may 
use chloroform with advantage. Inanimate foreign 
body can be syringed out also. However one 
should avoid syringing vegetable foreign bodies, 
because if one does not succeed it swells up render- 
ing subsequent attempts at removal more diffi- 
cult. When syringing fails, one should take out 
the foreign body with a hook which should pass 
above and behind the object. One should not use 
forceps, as it only drives the foreign body in. If 
necessary one should administer general anaesthe- 
sia. Do not injure the tympanic membrane. The 
foreign body by itself is absolutely harmless. In 
fact, it can lie there dormant for months or years, 


or may give rise to an otitis externa at the most. 
It is the amateur’s attempts that may cause more 
harm than good. These cases should always be 
referred to a specialist. 


Traumatic perforation resulting from hairpins, 
attempts at removal of wax or foreign body or 
after a slap on the check is attended with bleed- 
ing and deafness. Even though the attendants 
may be anxious and exacting, masterly inactivity 
should be the routine. One need not disturb the 
blood (not out of fear of introducing infection) or 
the scafolding over which the perforation is going 
to heal. Patients should be warned against using 
oily drops, or allowing entry of water in bathing, 
etc. They should be given procaine penicillin 4 
lacs daily for 6 days. One should presume the 
drum to be ruptured, the perforation if small 
usually heals within 3-4 weeks. 


Earache can be so severe as to keep the patient 
and doctor awake throughout the night. The 
commonest causes are impacted wax, otitis externa, 
furuncle and acute otitis media. Unless impacted 
wax is removed the pain will not disappear. Give 
penicillin intramuscularly and soften the wax with 
liquid paraffin for 3 to 4 days or longer if permis- 
sible and then remove the wax. Furuncle is a 
localised form of otitis externa. Both these condi- 
tions are associated with tenderness of pinna, nar- 
rowing of the meatus rendering specula examina- 
tion difficult and painful. However hearing is 
normal and the discharge is scanty. In acute otitis 
media there is no tenderness around the ear, dis- 
charge is profuse and membrana tympani is easily 
seen to show a perforation, and deafness is mark- 
ed. With antibiotics all these conditions get cured 
quickly. Early myringotomy is required to pre- 
serve hearing. Also the incidence of acute mas- 
toiditis has become very low. So very rarely one 
is required to perform a mastoidectomy. After 
obtaining the opinion of the specialist most of 
these cases can be handled by the general practi- 
tioner. On the other hand, if a patient with 
chronic aural discharge develops vertigo, menin- 
gitis, facial paralysis or symptoms of brain abscess, 
he should be referred to a specialist without 
delay. 

Bell’s palsy if seen within a few hours of on- 
set can be cured within a few hours by perform- 
ing cervical sympathetic block straightway. If 


this is not possible the patient should be referred. 


to a specialist for facial nerve decompression with- 
in 4 weeks of onset. Sudden deafness can be 
very upsetting. Wax and eustachian catarrh, the 
common causes of onset, are most easily remedi- 
able, the former by syringing out the wax and 
the latter by politzerisation. 
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Tue INDIAN SOCIETY 


The four hundred and thirty-eight million 
inhabitants of India constitute the Indian society. 
The society is conceived as an ever-changing pro- 
duct of the complex interaction amongst the 
multitude of groups constituted by individuals 
(Toynbee, 1956). During the earlier years of his 
existence, an individual derives the co-ordinates 
for his mental processes from the different social 
groups. Later, this socially nourished individual 
mind, though still getting contributions from the 
society, embarks on an independent growth. The 
useful experiences thus acquired by the indivi- 
dual then influence the ideas of the social 
groups which, in their turn, influence the newer 
generations to make them more adapted to the 
existing environment. This feature of the social 
groups acting as an ever-expanding reservoir of 
positive human experiences has caused a very 
rapid development of an entirely new form of 
extremely powerful adaptive processes which 
have completely overshadowed the much slower 
and expensive genetically transmitted adaptive 
mechanisms which are predominant in the rest 
of the biological world. The evolution of the 
human brain thus makes a sharp departure from 
the general pattern of biological adaptation to 
environment forces. Through the thousands of 
years, human groups have attempted to discover 
ways and means of exploiting the resources of the 
world for their own use. Spectacular successes of 
the human inventive genius have, in their turn, 
stimulated the human mind to acquire still more 
far-reaching achievements. 

This progressive increase in the quantum of 
human knowledge has continued through the 
ages. It has given gigantic dimensions to the 
rate of progress in the different fields of human 
knowledge in recent years. The very intensity of 
the progress in the fields of learning has led to its 
phenomenal diffusion into the entire human 
society. It is no longer possible for very small 
groups to monopolise learning. 

The consideration of all these dynamic forces 
resulting in the evolution of the modern human 
society has given an entirely new perspective to 
the historical evolution of one of its important 


components—the Indian society. After centuries 
of almost complete isolation from the outside 
world, the Indian society suddenly finds itself face 
to face with the progressive forces of science and 
technology of the modern world (Panikkar, 1959). 
The gigantic society which till recently had been 
struggling for its very existence against powerful 
forces of foreign domination was suddenly inject- 
ed with revolutionary ideas of social change 
through the powerful channels of mass communi- 
cation. To the Indian society it was an exciting 
revelation of the scope of progress. At the same 
time the very intensity of the external forces was 
a challenge to the moorings on which it had stood 
steadfast through thousands of years. The preli- 
minary threats of its being engulfed by the dazzl- 
ing forces of western civilisation were met all 
through nineteenth century by its evolving far- 
reaching modifications in its way of life, without 
compromising the more fundamental values which 
are still a source of strength to the society. In 
fact, this selective assimilation provided the 
motive force for the struggle for freedom in the 
first half of the present century (Panikkar, 1959). 
Meanwhile, however, the forces of social coercion 
have multiplied several-fold due to the extensive 
developments in the science of mass brain condi- 
tioning by various powerful propaganda techni- 
ques (Huxley, 1959). This challenge was once 
again met by the inherent vitality of the society. 
But at the same time it underlined the most 
urgent necessity of replenishing its strength by 
adopting even more drastic modifications in the 
social structure. 


NECESSITY OF A NATIONAL PLAN 


More than 80 per cent of the Indians lives in 
villages where the most elementary necessities of 
normal life like food, drinking water, shelter, 
clothing, etc, are far from being adequate even 
from the lowest standards of requirements (India, 
1960). Even in the urban areas, a very big pro- 
portion of the population lives either literally on 
the streets or in slums, where the conditions 
are similar to or even worse than those in the 
villages (Mazumdar, 1959). The leaders of in- 
dependent India have met this problem by incor- 
porating in the constitution revolutionary measures 
for the welfare of the masses (India, 1960). This 
formed the basic frame of reference in the formu- 
lation of India’s National Five-Year Plans. A 
real plan is to be visualised as an auto-catalyst ; 
it stimulates a certain positive change in the 
society, the product of which, in its turn, acts as 
a more powerful stimulator. Such a plan is of 
vital importance for reactivating the colossal mass 


{ 

2 
\ 


THE MEDICAL SCIENCES AND THE INDIAN SOCIETY—BANER]I 23 


which constitutes the Indian society. Experts of 
economic dynamics of underdeveloped countries 
describe the present economic situation in India as 
a circular cumulative causative phenomenon, 
where poverty causes suffering, which leads to 
exploitation, leading to aggravation of poverty 
(Myrdal, 1954). An intense effort devoted along 
the right lines is needed to turn this negative 
vicious circle into a productive self-generating 
cycle. This phase is the ‘take off’ phase of the 
development of an underdeveloped economy 
(Myrdal, 1954). Thus, for the success of the 
Indian plan we need gigantic resources which 
have to be suitably channelled to offer the 
maximum possible rebound momentum for 
its re-injection into the next phase of the plan. 
Many of the prosperous countries of today 
have attained their prosperity by very expensive 
and wasteful methods entailing colossal human 
suffering. In some, it consisted of unscrupulous 
and inhuman exploitation of the lower classes and 
of the ‘‘subject’’ races (Panikkar, 1959), while in 
some others there was forcible mobilisation of the 
masses either by brute force, or through the more 
recently developed methods of selective functional 
cerebral decortication (Huxley, 1959). Both these 
methods are inimical to the dynamic trends of 
the Indian society. The Indian approach is thus 
a momentous experiment in the growth of a 
society. 

The desperate condition of the vast majority 
of this massive Indian society combined with our 
desire to apply both a rational and a humanistic 
approach calls for a very special method. A well- 
planned and controlled development project might 
start a chain reaction which would instil a power- 
ful sense of awakening in this dormant human 
concourse, gradually leading to tremendous in- 
crease in the material and cultural wealth of the 
society as a whole. Injudicious planning, on the 
other hand, might further accentuate the sense of 
frustration and demoralisation in the society. It 
could very well prove to be the last straw on the 
camel’s back. As has been shown in other 
societies, this latter method of social change might 
prove to be an enormously more costly way of 
achieving progress of the society. 


MEDICAL SCIENCES AND NATIONAL PLANNING 


In the context of this form of social planning, 
the role of the medical sciences, as of any other 
branch of science and technology, is determined 
in terms of its contribution towards the develop- 
ment of the society as a whole. 

In the National Plan, priorities must be 
allotted to the different health projects strictly on 


the basis of impact they (the projects) are going 
to have on the rate of progress of the society as a 
whole. Human considerations should form the 
guiding force in fixing such priorities, but it must 
not be allowed to get degenerated into hollow 
sentimentalism. Investments in high priority pro- 
jects will pay very rich dividends, which can later 
be used in meeting the cost of the projects which 
had to be waived because of their relatively les- 
ser importance. This social orientation of the 
medical sciences gives a new perspective to the 
health problems. Spectacular progress has been 
made in almost all the fields of the medical 
sciences. But the application of these results 
have a social bearing only in the context of a 
particular stage of socio-economic evolution. The 
invention of the artificial kidney and the remark- 
able advances in cranial and cardiac surgery, for 
instance, are of little value to a society where 
millions die of communicable diseases, malnutri- 
tion, obstructed labour and other such maladies. 
The control of such simple causes of mortality 
and morbidity alone can pave the way for adop- 
tion of more complicated and costly projects. 
Otherwise, as unfortunately is prevalent in the 
country today, the medical sciences will serve only 
a microscopic percentage of the society which al- 
ready forms the most privileged class. This, cer- 
tainly, is not in tune with the concept of the 
socialistic pattern of the society (Mazumdar, 1959). 
Social planning in medicine must be done with- 
in the framework of the overall national social 
plan which is committed to do the greatest good 
to the greatest number. 


SoclaAL REORIENTATION OF THE MODERN 
MEDICAL SCIENCES 


The incorporation of the health projects with- 
in the framework of the National Plan provides a 
great challenge to the medical social planner. It 
is not adequate only to increase the quantum of 
allocation in a set up which was originally framed 
to serve the needs of the British military and 
civil personnel and a mere handful of the richer 
section of the ‘native’ population (Leading article, 
Lancet, 1960 ; Editorial, J]. Indian M. A., 1960). 
The political changes have very materially alter- 
ed the frame of reference for social welfare pro- 
jects. The execution of such a social policy calls 
for total overhauling of our concepts about re- 
search, teaching, and practice of preventive and 
curative medicine. All these aspects are intended 
to acquire radically different parameters in order to 
be applicable to the vast masses that constitute 
the Indian society. 

The methods of the medical sciences are to be 
adjusted to the needs of the Indian society. This 
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basic reorganisation of the medical concepts on 
the basis of their applicability and acceptability 
to the common Indian, will bring about very 
promising returns from the resources which are 
conventionally invested to maintain the so-called 
service programmes for immediate short-term 
alleviation of suffering. Without any basic alter- 
ation in the allocation, such a framework, based 
on judicious blending of curative and preventive 
medicine, might cause a sizable impact on the 
control of many of the prevailing diseases. 
Again, if a more elaborate disease control project 
is called for in the interest of the broader national 
plan, such a socially oriented medical machinery 
is going to prove very economical in executing 
such projects. This study of medical sciences in 
relation to groups of human beings forms the 
basic concept of social medicine (Galdston, 1959). 


SoctAL MEDICINE AND MEDICAL EDUCATION 


Medical education is closely linked to the 
trends in medical practice and medical research. 
In a developing society the contents of medical 
education should be flexible to cater to the needs 
of a changing social structure. Although with 
the ultimate social rejuvenation it might be pos- 
sible to utilise all the advanced techniques of 
medical care and carry out fundamental research 
in various fields, perhaps the first step, which 
might be helpful in attaining such a social 
triumph, is to adapt the modern knowledge in 
medical and public health fields to the prevail- 
ing social and economic environment. The 
student should be given a clear idea about the 
dynamic trends of the society, on the basis of 
which he is to grasp the fundamentals of medical 
sciences, both curative and preventive. The 
society would gain enormously if our under- 
graduate medical students were to learn how to 
tackle and prevent conditions like postpartum hae- 
morrhage, strangulated hernia and acute gastro- 
enteritis under the prevailing rural conditions. 
Such a form of medical education should be given 
overriding priority over topics like ballistocardio- 
graphy, cosmetic plastic surgery and electropho- 
retic pattern of the plasma proteins, etc. The 
department of social medicine should thus influ- 
ence all the other branches of medical science to 
reorientate the teaching in those subjects in the 
context of the demands of social planning. 


SocraAL MEDICINE AND MEDICAL RESEARCH 


Here again the emphasis shifts from academic 
fundamental research to applied research. The 
recent study of the comparison of domiciliary and 
sanatorium treatment of pulmonary tuberculosis 


carried out by the Tuberculosis Chemotherapy 
Centre, Madas, is a typical instance (Tuberculosis 
Chemotherapy Centre, 1959). The data provided 
by this study must bring about a radical reorien- 
tation of the ideas of the planners about tuber- 
culosis control programme. Such a pattern of re- 
search in social medicine can be extended to other 
medical problems. Additional data for social 
planning could be obtained from various sociologi- 
cal studies which can determine the extent to 
which the epidemiologically effective control 
measures are socially applicable and acceptable to 
the bulk of the society. 

Research projects in social medicine thus 
cover a vast range of subjects. They must not, 
therefore, get pegged down within the limitations 
of any one category of investigations. Social 
medicine is a gestalt of the medical (curative and 
preventive) and the social sciences (Galdston, 
1959). It should, therefore, draw its methodology 
freely from all such sources (Sand, 1952). The 
various techniques of sociological and epidemio- 
logical surveys form an important means of 
obtaining data for social planning. However, 
care must be taken in understanding very clearly 
the limitations of such methods (Mills, 1959). 
Firstly, even with well-defined objectives and 
very precise methods of study, the conclusions 
drawn from such surveys are applicable to condi- 
tions under which they were conducted (Mills, 
1959). Secondly, some of these investigations 
require considerable study of population, widely 
scattered, requiring considerable time and cost in 
terms of money and suitable technical man-power. 

One type of research which appears likely to 
be very rewarding in social medicine is what in 
warfare and in industry has become known as 
‘operational research’. According to Churchman 
(1959), the major phases of such a research (in 
the latter fields) consist of : 

(a) Formulating the problem ; 

(b) Constructing a mathematical model to 
represent the system under study ; 

(c) Deriving a solution from the model; 

(d) Testing the model and the solution 
derived from it ; 

(e) Establishing controls over the solution ; 


and 
(f) Putting the solution to work, i.e., 
implementation. 


As adapted to social medicine, the first step 
consists in very clearly defining the problem. A 
plan of operation is then formulated on the basis 
of the best available data regarding the factors 
(historical, cultural, social, economic, technologi- 
cal, etc.) which would have a bearing on the oper- 
ation. Such a plan is then put into operation 
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(Mills, 1959; Cabello, 1960). As the operation 
proceeds, data are collected according to pre- 
determined plans to assess the results of such 
operations. These assessment data are then used 
in modifying or confirming ‘the various assump- 
tions with which the operation started. Such 
operational procedures are of great importance for 
social planning in underdeveloped countries. 
There is an urgent need of launching various pro- 
jects but the modern scientific data are just not 
available, immediately or during the next several 
years. Even when available, there are various 
limitations to their reliability due to numerous 
assumptions which form the basis of the data. An 
operational research project, based on meticulous 
evaluation of every available relevant datum, in- 
corporating reliable statistical evaluation in course 
of the various phases of the operation offers a 
very promising alternative. India’s Community 
Development programme is an instance where in- 
adequate attention was paid to the basic require- 
ments of operational research (Cabello, 1960 ; 
Dube, 1958). Had greater care been taken in 
formulating and evaluating the Community Deve- 
lopment Programme (including the medical and 
public health projects), the impact of the pro- 
gramme on the life of the Indian villager would 
have been far more pronounced than what is observ- 


ed today after eight years of its operation (Dube, 


1958). And, as a corollary to this, the improve- 
ment in the standard of living would have favour- 
ably influences the state of health of the people. 


MEDICAL PRACTICE IN THE MODERN INDIAN 
SOCIETY 


The social bias developing through the socially 
oriented medical teaching and medical research, 
would naturally influence the attitude of medical 
personnel towards the society. However, this 
would necessarily involve a radical change in the 
outlook of the top executives towards the health 
problems of the society as a whole. Then, they 
are to act as pacemakers for tuning the entire 
administrative machinery to this basic concept. 
These changes in the administrative set up must 
form an integral part of the overall change in our 
concept of modern medicine in relation to the 
Indian society. 


CONCLUSION 


The Indian society is to be visualised as a 
massive complex of groups, deeply rooted to the 
long historical and cultural traditions, yet, at least 
till very recently, it had been adapting itself to 
the changes in the environment. The rate of 
development in science and technology, parti- 
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cularly in mass communications, has been very 
rapid in recent years. This has posed a great 
challenge to the Indian society. Welfare of the 
society could no longer be depended on the totally 
inadequate and ill-defined ‘philanthropy’ of charit- 
able institutions and condescending moneyed men. 
Political changes must be accompanied with radi- 
cal social changes, if social unrest is to be avoid- 
ed. This requires a comprehensive social plan, 
of which medical and public health services form 
an important component. Medical social plan- 
ning calls for a total change in the concepts in 
the teaching, research, and practice in the medi- 
cal sciences. In the teaching of social medicine, 
more emphasis must be laid on the adequate utili- 
sation of the already available knowledge for the 
good of the entire society. The main trend in 
medical research must be to get such basic know- 
Medical personnel 
inculcated with such a knowledge about social 
medicine will, in their turn, determine the pattern 
of medical practice. And, the administration in 
medical and public health services must get tuned 
to this social bias so as to extend the maximum 
aid to the newly oriented medical and para-medi- 
cal personnel working in the various health 
services. 
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CASE NOTES 


TOXICITY OF CHLORAMPHENICOL IN 
CHILDREN 


M. V. PHADKE, .8.8.s., D.c.H. (BOM.), D.C.H. (LOND.), 
M.R.C.P. (EDIN.) 


V. S. JOSHI, M.B.B.s., D.c.H. (BOM.) 
AND 
S. G. NAIK, M.8.B.s, (POONA) 
Paediatric Department, Sassoon Hospitals, Poona 


Chloramphenicol is the drug of choice in the treat- 
ment of typhoid fever. It has radically altered the prog- 
nosis in enteric fever and the majority of patients 
improve rapidly and without any mishap. Indications 
for administration of chloramphenicol in paediatric 
practice are increasing considerably and the drug is being 
used in every-day practice, sometimes even indiscrimi- 
nately. However, as with other antibiotics, side-effects 
and toxic reactions are being reported with increasing 
frequency particularly following indiscriminate use of 
chloramphenicol but sometimes even with small dosage. 
The conditions in which the drug is used very often, 
with varying success are typhoid fever, whooping cough, 


influenzal meningitis, etc. 
We present here 4 cases of chloramphenicol toxicity 


admitted in the paediatric department of the Sassoon 
Hospitals, Poona, in a short period of 4 months. Chlor- 
amphenicol was used for the treatment of enteric fever 
in all these 4 cases before admission in the hospital. 


CasE REPORTS 


CAsE 1: 

Aruna, a girl aged 11 years, was admitted on 
25-6-1960 in the paediatric ward for continued 
fever for 3 weeks, sore throat, bleeding gums, 
haematuria and purpuric spots all over the body. 
She was treated outside as a case of typhoid 
fever and was given chloramphenicol, 1 capsule 
(250 mg.) 6-hourly for 2 days. On the 3rd day 
she started complaining of sore throat, bleeding 
from gums and haematuria. The drug was 
immediately stopped. There was no _ previous 
history of bleeding tendency either in the patient 
or in the family. 

On examination the patient was moderately 
built and nourished and was looking pale. She was 
toxic and dehydrated. The tongue was coated. 
The temperature was ranging between 99 and 
100°5°F. The throat was congested. There were 
purpuric spots of varying sizes, over the face and 
all over the body. 

The respiratory and cardiovascular systems 
were normal. 


The spleen was palpable and tender. 
Investigations—Hb.—7 g. per cent ; R.B.C.— 
212 mill./emm. W.B.C.—1400/c.mm._ with 
polymorphs 22 per cent, lymphocytes 72 per cent, 
monocytes 6 per cent. 

Bleeding time—4 min. 10 secs. ; clotting time 
—3 min., 5 secs. ; platelet count—1°4 lacs/c.mm. 
Bone marrow—normoblastic. 
Urine showed the presence 

and R.B.C. 

Liver function tests were normal. 

Widal test—O and H positive in 
dilution. 

Treatment—The patient was given urgent 
packed cell blood transfusion in parts. Dehydra- 
tion was treated by giving intravenous fluids. 
Vitamin B-complex was given daily intravenously. 
Penicillin was given to combat superadded infec- 
tion. Prednisone was given orally in doses of 5 
mg., 6-hourly. The patient made gradual and com- 
plete recovery. The temperature came down to 
normal. Purpuric rash completely disappeared in 
2 days and the patient was discharged on 
16-7-1960, 21 days after admission. 

Her haemogram at the time of discharge was: 

Hb., 12°5 g. per cent; W.B.C., 6800/c.mm. 
polymorphs 46 per cent, lymphocytes 52 per cent 
and monocytes 2 per cent. 

Platelet count was 2°34 lacs/c.mm. 

This case shows how with such a small dose 
of chloramphenicol alarming complications could 
occur. 


of albumin. 


1/250 


CASE 2: 


Bharati, a girl aged 5 years, was admitted on 
3-6-1960 for continued fever for 15 days, marked 
stomatitis and glossitis and delirium. The patient 
was treated outside with chloramphenicol syrup, 
1, teaspoonful (125 mg.) 4-hourly for 6 days. 
After starting treatment with chloramphenicol the 
temperature was 103-104°F., but 2 days later the 
temperature range was between 99°5 and 100°5°F. 
On the 3rd day she became delirious and toxic 
(the temperature was 99°5°F) and had marked 
stomatitis and glossitis. The relatives reported 
that during these 3 to 4 days the patient started 
looking pale. 

On examination the patient was poorly built 
and poorly nourished, and was extremely deli- 
rious and toxic. Pallor++. Marked stomatitis 
and glossitis were present. 

The respiratory system revealed crepitations on 
both sides. 

The temperature on admission was 99°5°F. 
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Investigations—Hb.—4 g. per cent ; R.B.C.— 
1°8 mill./e.mm. W.B.C.—1300/c.mm. with poly- 
morphs 31 per cent, lymphocytes 62 per cent, 
monocytes 7 per cent. 

Bleeding time—3 min. 5 sec. ; Clotting time— 
7 min. 15 sec., platelet count—1°6 lacs/c.mm. 

Urine—normal. 

Liver function tests—normal. 

Widal test—O and H positive in 1/250 dilution. 


Treatment—Same as in Case 1. 

The patient made gradual recovery. At first 
toxicity became less and later on temperature 
came down to normal on 11-6-1960, i.e., on the 
8th day after admission. The patient was dis- 
charged on 16-6-60 with Hb. 11 g. per cent, 
WBC 7100/c.mm. and platelet count 2°2 lacs/ 
¢.mm. 

In this case the anaemia was marked on ad- 
mission, and this must have developed very 
quickly, probably due to toxicity of chloram- 
phenicol. 


3: 


Hari Govind, a boy aged 6 years, was admit- 
ted in paediatric department on 18-6-1960 for con- 
tinued fever, cough and headache of 8 days’ dura- 
tion, irritability for 2 days, and drowsiness for 1 


day. 

Detailed history revealed the following : 

The patient was getting continued fever, head- 
ache and cough for 8 days. During the first 3 
days he was treated with penicillin with no effect. 
On the 4th day he was put on chloramphenicol 
palmitate, 1 teaspoonful (125 mg.) 4-hourly. 
Prednisone tablet 5 mg. was given 8-hourly. Next 
day the patient became a little irritable, which 
was thought to be due to the fever and restric- 
tion of diet for 4 days. On the 6th day, i.e., on 
the 3rd day after chloramphenicol administration 
the temperature came down to 100°F, but the 
patient became extremely irritable and began to 
shout. On the 7th day he could not recognise 
his parents and started passing urine and stools 
in bed. The temperature was 99-100°F. Later 
on he became drowsy and was admitted to the 
hospital on the 8th day. 

On examination the patient was moderately 
built and nourished. He was extremely irritable 
and was not allowing examination. He was 
shouting all the time and could not recognise his 
parents. 

The tongue was thickly coated. He had 
marked stomatitis with some cracks over the lower 
lip. There were signs of marked dehydration. 

The temperature was 101°F. 


The central nervous system showed signs of 
meningeal irritability though neck rigidity was 
absent. Photophobia was present and the pupils 
were equal and reacting to light. Reflexes were 
normal. Plantar reaction was flexor on both sides. 

Cardiovascular system revealed nothing parti- 
cular. 

Respiratory system—Rales and rhonchi present 
on both sides. 

Alimentary system—Spleen was palpable. 


Investigations—Hb.—10 g. per cent; R.B.C. 
—34 mill/e.mm.; W.B.C.—1700/c.mm. with 
polymorphs 22 per cent, lymphocytes 76 per cent, 
monocytes 2 per cent. 

Platelet count—2°2 lacs/c.mm. 

Widal test—O and H positive in 1/250 dilution. 

Urine—Albumin present, pus cells +, RBC +. 

Blood urea—27 mg. per cent. 


C.S.F.—Proteins 40 mg. per cent; chlorides 
710 mg. per cent ; sugar 55 mg. per cent ; cells 
10 cells/lymphocytes. 

Progress and treatment—From the history it is 
clear that after starting treatment with chloram- 
phenicol, the temperature ranged between 99°5° 
and 100°5°F. But the patient became extremely 
irritable. His haemogram showed marked leuko- 
penia and there was stomatitis and cracks on the 
lower lip. Cerebrospinal fluid was normal and 
hence the whole picture was thought to be due to 
toxicity of chloramphenicol. 

The patient was immediately given a blood 
transfusion. From next day he started getting 
watery stools about 10 to 12 times a day. Irritabi- 
lity remained the same. Temperature ranged 
from 103° to 105°F. The patient was extremely 
toxic. 

On next day (after blood transfusion) haemo- 
gram showed: Hb.—12°5 g. per cent ; W.B.C.— 
6700/c.mm. 

Treatment given consisted of (1) Injection of 
crystalline penicillin 5 lacs 6-hourly. (2) Predni- 
sone, 5 mg. tablets 6-hourly ; (3) I.V. glucose with 
vitamins C 500 mg. and B-complex | ml. to each 
pint. (4) Injection of vitamin B-complex 2 ml. 
daily ; (5) Binding mixture (bismuth-kaolin)—2- 
hourly. On the 3rd day loose motions still persist- 
ed. Irritability was the same and now the patient 
started behaving abnormally with confusion of 
mind, and delirium. He was passing urine and 
stools in bed and not recognising his parents. Lum- 
bar puncture was repeated and was again found 
normal. Treatment given was: (1) Starch-opium 
enema. (2) Other treatment same as above. On the 
4th day diarrhoea was controlled. Mental changes 
were the same and hence he was put on largactil 
25 mg. tablets three times a day. 
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The temperature touched normal on the 11th 
day after admission and remained normal through- 
out. Though the temperature touched normal 
level and toxicity was absent, his mental changes 
were the same. He was irritable, shouting all the 
time, and was not allowing himself to be examined 
or his bed to be cleaned. He was still not recognis- 
ing his parents and was passing urine and stools in 
bed. C.S. fluid was again examined and found 
normal. The same treatment was continued. 
Nutrition and electrolyte balance were maintained. 
On the 18th day after admission, i.e., 7th day 
after the temperature was normal his irritability 
diminished. He was now calm and quiet, but was 
not recognising his parents. On the 22nd day he 
improved considerably and _ started answering 
questions and could recognise his parents. Glos- 
sitis disappeared and he was discharged on 8-9-60. 
The boy made an uneventful and complete 
recovery. He is attending the outpatients’ depart- 
ment regularly and is now perfectly normal in 
health, with clear and sound mind, He could not 
remember anything about those three weeks. 


This case presents psychic changes, due to 
chloramphenicol, which persisted for a long time 
though the toxicity and fever settled long back. 


CASE 4: 


Raut, a boy aged 5 years, was admitted on 
5-11-1960 for continued fever for 8 days. He was 
not talking and was drowsy for 1 day. He had 
loose motions. Detailed history was as follows: 


The patient was getting fever for about 8 days. 
On the 4th day his doctor thought him to be a case 
of enteric fever. He was put on chloramphenicol, 
1 capsule 6-hourly. On the 6th day he started 
getting loose motions about 8 to 10 times a day. 
In addition to the capsules he was given entero- 
strept suspension, 1 teaspoonful 4 times a day. 
Next day the loose motions were controlled. 
Chloramphenicol and enterostrept suspension were 
continued. ‘Two days later the patient became 
extremely toxic and delirious and was not talking. 
He was unable to recognise his parents. He be- 
came drowsy and was referred to the hospital. 

On examination the patient was moderatcly 
built and nourished. He was extremely toxic, 
delirious and drowsy ; there was pallor (+) ; 
and a few purpuric spots were present over the 
body. The temperature was 101°F. and the tongue 
was coated. Signs of meningeal irritation were 
present. The cardiovascular and respiratory 
systems revealed nothing particular. The abdomen 
was distended with a doughy feel, and the spleen 
was not palpable. 


Investigations—Hb.—10 g. per cent ; W.B.C.— 
2100/c.mm, with polymorphs 32 per cent, lympho- 
cytes 66 per cent, monocyte 1 per cent and 
eosinophil 1 per cent. 

Platelet count—1°7 lacs/c.mm. ; Bleeding time 
—5 min. 10 sec. ; Clotting time—8 min. 10 sec. 

Bone marrow—Micro-normoblastic. 

Widal test—O and H positive in 1/125 dilution. 

Cerebrospinal fluid—normal. 


Treatment—He was treated on the same line, 
viz., blood transfusion, steroids, fluids and intra- 
venous vitamin B-complex. Patient gradually com- 
pletely recovered, started answering questions and 
was recognising his parents. This patient also 
showed cerebral side-effects of chloramphenicol. 


DISCUSSION 


The dosage of chloramphenicol for infants and children 
is calculated on the basis of 30 to 75 mg./kg. body 
weight daily according to the nature and severity of the 
infection. An initial dose of 50 mg./kg. is given in 
divided doses every 6 hours, until the temperature be- 
comes normal (usually in about 5 to 6 days). Thereafter 
the daily dose is reduced to half of the previous dose 
and gradually tapered off, for a total 10 to 14 days. 
Shah and Vakil (1955) state that a case of fever not 
responding to chloramphenicol within a maximum period 
of six days is not a case of typhoid fever, or is a case 
of typhoid fever associated with some other disease or 
with complications. 

Cases 2, 3 and 4 were given chloramphenicol in large 
doses. In the discussion on the complications of chlor- 
amphenicol it may be noted that though many toxicity 
tests are done before a drug is put on the market, 
subtle and sometimes serious toxic effects are revealed 
only after the drug is administered for sometime. Safety 
as gauged by acute toxicity tests on animals, has there- 
fore a very limited significance. \ 

1. Complications of greater significance are changes 
such as glossitis and stomatitis characterised by hyper- 
aemia and increased protuberance of the papillae of 
the tongue as was observed in Cases 2 and 3. 

2. Complications of gastro-intestinal tract—Vomit- 
ing and diarrhoea, though not so frequent as with 
aureomycin, were first mentioned by Cramer and Rossi 
(1953). This is due to the suppression of intestinal flora 
with superadded secondary infection or new infection by 
chloramphenicol-resistant microorganisms and especially 
by Micrococcus pyogenes. 

Out of 300 patients studied by Mannheim and Alexan- 
der (1954), 207 complained of pruritus, 51 had multiple 
anal fissures, 14 had ulcerative proctitis, and in 5 cases 
true ulcerative colitis was present. These changes 
appeared after 1 to 2 weeks of treatment. In 40 per 
cent of cases there was also diarrhoea of short duration. 


Cases 3 and 4 had severe diarrhoea after starting 
treatment with chloramphenicol. 
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3. Inhibition of bone marrow function (blood changes) 
—The most serious toxic manifestation of chlorampheni- 
col refers to haemopoietic changes. There may be 


(a) A transient depression of R.B.C. and W.B.C. 
(b) A true aplastic anaemia which may be delayed. 
(c) A thrombocytopenia with purpura. 
Any of these may appear even after cessation of treat- 
ment. 

The presence of the nitro-group in chloramphenicol 
is probably responsible for at least some of the serious 
side-effects observed, especially the inhibiting effects on 
the bone marrow (Schindal, 1957). 

Volini (1950) described the first case showing severe 
granulocytopenia. During the same year Rich et al re- 
ported a fatal case of aplastic anaemia due to chloram- 
phenicol therapy. 

Gill (1950) found that granulocytopenia in conjunc- 
tion with a normal total leucocyte count was especially 
prevalent among children. He found increase of mono- 
nuclears with a corresponding decrease of neutrophils. 

Hodgkinsons et al (1952) in England conducted a 
survey in order to determine the relationship between 
blood disorders and the use of chloramphenicol. 31 cases 
of pathological blood and bone marrow changes after 
the use of chloramphenicol were reported in the survey. 
It is particularly striking in this study how often children 
under 10 years of age were subject to such complica- 
tions. The blood changes were accompanied by clinical 
manifestations such as haematemesis, haemoptysis, 
bleeding from mouth and gums and petechial haemorrh- 
age on the skin. Granulocytopenia and aplastic anaemia 
were also included among the cases reported. 28 out of 
the 31 cases reported were those of aplastic anaemia, 
and of the latter 24 ended fatally. These cases received 
abnormally high doses of chloramphenicol over a long 
time. But Hargrave and Heck (1952) described a case 
who had received only 12 capsules (3 g.) of chlorampheni- 
col. The patient developed aplastic anaemia and died. 
There are however, sufficient examples in the literature 
demonstrating that this often fatal complication can 
occur as a result of even the first administration of 
chloramphenicol. For example, a 6 year old girl after 
receiving 2 doses of chloramphenicol, developed bleed- 
ing which could not be checked and the girl died of 
aplastic anaemia (Cone, 1952). 

Often the first indication of toxic damage of the 
bone marrow and development of total aplastic anaemia, 
is the appearance of purpura. Decrease of thrombocytes 
often occurs simultaneously with a lower leucocyte and 
erythocyte count (Wilson et al, 1951). The effect of 
chloramphenicol on blood formation has been responsible 
for almost every known type of blood dyscrasia, e.g., 
thrombocytopenia, granulocytopenia, hypoplastic anaemia, 
haemolytic anaemia (Hodgkinsons et al, 1952). 

In our study of 4 cases, Case 1 showed purpuric 
rash all over the body, Case 4 showed a few purpuric 
spots. All the 4 cases showed leucopenia and granulo- 
cytopenia. Case 2 showed hypoplastic anaemia. 

4. Liver damage—Postmortem examination of cases 
described by Hodgkinsons et al (1952) brought to light 
the presence of fatty degeneration of the liver, confluent 
foci of liver cell necrosis and signs of multilobular 


cirrhotic changes. A case of death following chloram- 
phenicol treatment in which severe liver damage was 
present has been reported by Salm (1953). The patient 
was a 5 year old boy who received 5 g. of chlorampheni- 
col during a week as treatment for whooping cough. 

None of our 4 cases showed any clinical evidence of 
liver damage. 

5. Psychic disturbances—Psychic disturbances includ- 
ing delirium and hallucinations have been repeatedly 
noticed during the course of chloramphenicol treatment 
(Schindel, 1957). It is quite possible that such disturb- 
ances are due to purely toxic effect of antibiotics. It 
is equally possible that the suddenly liberated bacterial 
endotoxin resulting from widespread lysis of bacterial 
cells is the causative factor. The latter type of reaction, 
namely a toxic cerebral effect has been observed in the 
treatment of syphilis and leishmaniasis with arsenic and 
bismuth, and antimony respectively. The first observa- 
tion of cerebral side-effects made in 1949-50 during the 
treatment of typhoid fever with large quantities of 
chloramphenicol attracted wide attention. Occasionally 
severe and often fatal vascular collapse occurred simul- 
taneously with cerebral manifestation. Today a large 
quantity of chloramphenicol administered is held to be 
responsible for these effects. The toxic reaction result- 
ing from the sudden liberation of large quantities of 
typhoid endotoxin has been described by Woodward et al 
(1954) in his presentation of typhoid fever therapy. 
This reaction is designated a ‘shock-type reaction’. 
Stephens (1950) believes that the patient already weak- 
ened by the illness loses all resistance when lysis of the 
infective agent by the antibiotic suddenly sets free large 
quantities of toxin. 

Case 3 showed marked psychic disturbances, which 
persisted for a long time though the temperature and 
the toxic effect of typhéid fever had responded earlier. 
This very fact shows that the psychic disturbances were 
due to chloramphenicol treatment. Case 4 also showed 
similar psychic disturbances. 

6. Neurotoxic disturbances—Lasky et al (1953) have 
described the most serious disturbance of the nervous 
system which has to date been observed during the 
course of chloramphenicol treatment. This disturbance 
was a bilateral optic neuritis. 

Harris (1950) described temporary visual defects 
which occurred together with cerebral symptoms such 
as stupor, confusion, increased irritability and pain in 
the back of head. 

A survey of the literature unfortunately leaves one 
with the impression that many of the fatalities were 
due to unwarranted use of chloramphenicol. 


SUMMARY AND CONCLUSION 
4 cases of toxicity due to chloramphenicol adminis- 
tered for enteric fever are described. 
Literature on chloramphenicol toxicity is reviewed. 


Blood transfusion and steroids with other supportive 
treatment seem to hasten recovery in such cases, since 
all these cases were discharged with gratifying results. 


a 
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FATAL REACTION FOLLOWING PAS 


J. C. DUTTA, 


A.M.O., Hulwating Tea Estate 
Assam 


The incidence of sensitivity reactions to penicillin has 
recently become alarmingly high. Though anaphylactic 
reactions may occur following injections of various 
proteins or sera, it is interesting to note that such 
fatal reactions may follow even after a dose of 10 g. 
sodium PAS. There is no question of impurities of the 
drug, as three other patients were taking the same salt 
of PAS in similar single doses in full stomach as in 
the case of the one which had a fatal termination. The 
case which ended fatally is reported. 


REPORT 


A male, aged 48, a tea-garden sirder, was 
admitted in the garden hospital on 1-4-60 with 
complaints of (i) nocturnal fever, cough, pain in 
the chest, poor appetite and progressive weakness 
—all of 15 days’ duration; (ii) blood-stained 
sputum—duration 3 days. There was history of 
death of two members of his family from tuber- 
culosis. He was suffering from chronic bronchial 
asthma for the last 6 years—but rarely getting a 
severe attack ; he was only a bit wheezy. About 
15 days back he had another attack of asthma 
which was relieved by a dose of ephedrine by 
mouth. Since then he was having dry cough, 
pain in the chest, fever at night, poor appetite, 
and suffering from progressive weakness. A few 
days later he noticed that his sputum was blood- 
stained ; and so he came to the hospital for admis- 
sion and necessary treatment. 

On examination, the patient was found to be 
of average height, but reduced in weight. He 
was debilitated and emaciated. There was an 
asthmatic tendency, but not an actual attack. 

Examination of the lungs—Right lung: 
Breath sounds diminished, crepitations on the 
upper zone, and scattered rhonchi. Left lung: 
Scattered rhonchi all over. 

Investigations—1. Although the sputum was 
blood-stained, seven consecutive direct smear 
examinations were negative to acid-fast bacilli. 


2. E.S.R.—45 mm. (Ist hour) 

3. Hb—70 per cent (Hellige) 

4. X-ray chest: Increased feathering and 
enlarged hilar shadows were present on both 
sides. Left lung showed no active lesion. Right 
lung showed infiltrative lesion in the upper zone. 
There were opacities in the costophrenic angle. 

Diagnosis—Pulmonary tuberculosis. 

Treatment and PAS reactions—The patient 
was admitted on 1-4-60 and after necessary investi- 
gations he was put on anti-tuberculous treatment 
on 8-4-60. Streptomycin 1 g. daily, and also 
PAS 10 g. were advised. From 8-4-60 to 15-4-60 he 
was quite all right with the drugs and was showing 
signs of improvement clinically. But on 16-4-60 
he had a rise of temperature in the afternoon, and 
felt a sensation of chill from the noon. The 
patient had received 10 g. of sodium PAS in a 
single dose in the morning after his breakfast. 
He had also been receiving streptomycin injection 
from the very beginning. As his temperature 
was fluctuating and no evidence of any acute 
infection could be detected anywhere, and as his 
blood smear was negative to malarial parasite, the 
patient though advised to continue streptomycin 
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and PAS was kept for 2 days without any 
specific medicine for his temperature. As the 
temperature was getting higher day by day, three 
quinine injections were given on 18th, 19th and 
20th of April 1960. In spite of these injections the 
temperature remained a little high. It was pre- 
sumed that the temperature might be due to PAS, 
and therefore the drug was withdrawn on 21-4-60. 
The temperature remained normal since then. It 
was therefore concluded that PAS reaction was 
the cause of the patient running a temperature. 
Only streptomycin was continued from 21-4-60 to 
26-4-60. On 26-4-60 after some consultation 
it was decided to try another dose of PAS to see 
how it reacted. On 27-4-60 the patient was given 
10 g. of PAS (sodium salt) after his breakfast. 
He reacted as follows: 


After about 20 minutes of PAS administration 
the patient showed signs of allergic reactions— 
‘pins and needles’ sensation all over the body, 
urticarial rash, itching and nausea followed by 
intense vomiting. The patient was now getting 
high temperature with chill, asthma, giddiness, 
fainting attack and distress. The pulse was im- 
perceptible in the wrist, the patient became cya- 
nosed and breathing became stertorous and the 
blood-pressure dropped. Next the patient showed 
signs of tetany, followed by coma and death. The 
patient died in spite of all treatment. 


DISCUSSION 


In this case the patient took PAS from 8-4-60 to 
15-4-60, i.e., for 8 days without any reaction. From 16-4-60 
he was getting reaction in the form of rise of tempera- 
ture with chill only. This happened daily for 5 days 
until PAS was stopped on 21-4-60 and since then there 
was no rise of temperature up to 26-4-60, although 
streptomycin was continued all along. PAS was again 
tried on 27-4-60 after breakfast and a fatal reaction fol- 
lowed. Surely at the beginning the patient developed 
sensitivity with PAS, and died of anaphylactic shock 
when PAS was given for the second time on 27-4-60. 
The question of impurities of PAS does not arise here 
as three other patients were taking the same salt of 
PAS in a similar single dose (viz., 10 g. of the sodium 
salt, after food) and two of them with normal garden 
work. Reaction with PAS is not uncommon but such 
a fatal reaction is very rare. Death from PAS due to 
liver damage has been reported. 


SUMMARY 


A case of pulmonary tuberculosis was initially treated 
with streptomycin and PAS. After a few days the 
patient was getting mild reactions with PAS (tempera- 
ture with chill only). Administration of PAS was 
stopped and the temperature became normal. PAS 


tried for the second time to see how it reacted resulted 
in a fatal reaction. 


SPONTANEOUS SUPPURATIVE MYOSITIS—SHARMA 31 
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Sensitivity to PAS is well known. It is unfortu- 
nate that the author gave 10 g. of PAS in a 
single dose (which is not the usual procedure of 
giving PAS) even after he had suspected sensitivity to 
the drug. This resulted in the fatal reaction. There are 
much simpler and safer methods of testing sensitivity 
to drugs which should have been tried. When sensitivity 
to any drug is suspected or found, it is usual to de- 
sensitise the patient with graduated doses to avoid such 
a catastrophe.—ED., J. Indian M. A. 


SPONTANEOUS SUPPURATIVE 
MYOSITIS 


D. P. SHARMA, M3B.B.s. (PAT.) 


Department of Medicine, Tata Main Hospital 
Jamshedpur 


Spontaneous suppurative myositis is a rare condition, 
occasionally found in the tropics. It is characterised by 
localised abscess formation in the muscles. The exact 
cause of the disease is not known. The infection was 
regarded as a secondary streptococcal and staphylococcal 
infection in filaria-infested subjects. It was also thought 
to be caused by haemolytic streptococcus derived from 
the throat. In 1958 Barrett and Gresham (1958) published 
four fatal cases in which streptococci were the causative 
organisms. The infecting organism may be a haemolytic 
staphylococcus, usually Staph. aureus or less commonly 
Staph. albus. 

The site of entry is uncertain but dissemination 
appears. to take place through the blood stream, ahd the 
lymphatics and lymph glands may show no sign of 
inflammation. Associated conditions like ankylostomiasis, 
malaria, filaria, syphilis, etc. may be present. 

Two types of acute myositis have been described : 

1. In the acute non-suppurative type a painful indu- 
rated, ill-defined, tender mass can be felt in the affected 
muscles. The neighbouring tissue may be inflamed and 
oedematous. This type usually runs a febrile course. 
On incision the tissues are oedematous. The regional 
lymph glands may be enlarged and tender. 

2. In the acute suppurative type, clinical features are 
those of a deep-seated abscess, and, on incision large 
collections of pus in the affected muscle are found. The 
abscess cavity is localised. In severe cases generalised 
septicaemia may result. Chronic abscesses haye been 
recorded in the adductor magnus. The usual sites of 
involyement are thigh muscles, pectoralis major, serra- 
tus magnus, latissimus dorsi, gastrocnemius, flexors 
of the arm, ilio-psoas and internal oblique abdominis. 

The condition may take an adverse course and the 
temperature alone should not be a guide to the serious- 
ness of the condition. This disease may be confused 
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with acute thrombophlebitis, acute osteomyelitis, acute 
lymphadenitis, cellulitis, haematomas, Watcher-Bechetrew 
bodies, etc., but with some care the diagnosis should not 
be difficult. Chronic cases have been mistaken for neo- 
plasms and vice versa. Aspiration in the suppurative 
form will establish the diagnosis. 

In the present antibiotic era the correct treatment 
depends on the isolation and identification of the causal 
organisms and the use of appropriate antibiotics. 


Case REPORT 


A male patient, aged 35, working as an 
electric mechanic, was admitted to the Tata Main 
Hospital, Jamshedpur on 2-8-60 with complaints 
of fever of seven days’ duration and pain over 
the thighs for six days. He stated that on 
27-7-60 he developed fever with backache and 
headache. He had no rigor and sweating. On 
28-7-60 he had pain in both thighs, more on the 
left than on the right. He felt a distinct swel- 
ling over the upper half of the left thigh, and at 
about the same time he noticed that the inguinal 
lymph nodes were enlarged and painful. He was 
being treated outside and as the treatment did not 
give him any relief he was admitted to this 
hospital. 

His personal, past and family history did not 
reveal anything unusual. 

On admission, his general state of nutrition 
was found to be good. He looked ill but not toxic. 
The temperature was 102°6°F, respiration 20 per 
minute, pulse 100 per minute, regular. The 
eyes were slightly injected and teeth and gums 
did not show any infective condition. The tongue 
was moist but coated. The throat was not con- 
gested. The inguinal lymph nodes were not felt. 
There was a tender swelling 24” 1" in the upper 
part of the right thigh anteriorly in the sartorius 
about 2” below the inguinal ligament. The skin 
over the swelling looked normal but felt warm. 
The swelling was tender, cystic and freely mobile 
from side to side along with the muscle, but not 
upward and downward. No pitting oedema or 
venous engorgement was found. The lower part 
of the left quadriceps femoris anteriorly just 
above the patella looked reddish and slightly 
swollen. It was warm to touch, tender, indurated 
and slightly oedematous. The swelling measured 
3’x 14". The movement at the left knee joint 
was painful but not limited and there was no free 
fluid in the joint. The heart did not show any 
evidence of endocarditis. The patient was inci- 

dentally found to have uncomplicated essential 
hypertension with a blood pressure of 190/110 
mm. Hg. The spleen was not palpable. 

Blood examination showed a total W.B.C. 
count of 12,400/cmm. with neutrophils 85 per 


cent, lymphocytes 13 per cent, monocyte 1 per 
cent and eosinophil 1 per cent. Urine showed a 
trace of albumin which later on cleared up. Blood 
was examined for malarial parasite, microfilaria, 
W. R. and Kahn tests with negative results. Blood 
urea was 27°5 mg. per cent. Blood culture show- 
ed Ps. aeroginosa which was considered to be a 
contaminant. Urine culture was sterile. Prosta- 
tic smear was essentially normal. X-ray of the 
left femur showed no bony lesion. 


Ten ml. of purulent fluid was aspirated from 
the right thigh which on culture showed Staph. 
aureus and Proteus vulgaris, sensitive to penicil- 
lin, aureomycin, terramycin and chloromycetin 
only. About 0°5 ml. of fluid was aspirated from 
the left thigh. It was clear and on culture show- 
ed Staph. aureus, Proteus vulgaris and Ps. aero- 
ginosa sensitive to the same antibiotics. 

Routine check-up of the teeth, gums, ears, 
nose and throat showed no septic foci. 


The chief pathogen implicated was thought to 
be Staph. aureus which was fortunately highly 
sensitive to penicillin. The patient was given 0°4 
mega units of crystalline penicillin per day in 
divided doses. The temperature settled down to 
normal in three days. Swelling, pain and tender- 
ness disappeared in about three weeks. 


At the time of his discharge on 19-8-60 he was 
afebrile and had no pain or tenderness. Slight 
induration still remained which cleared up com- 
pletely by 2-9-60. He was advised to continue 
his treatment for hypertension. 


SUMMARY 


Spontaneous suppurative myositis is a rare condition. 
The exact cause is not known. Staphylococci and strep- 
tococci have been implicated. 

A case of the acute suppurative type is reported. 
Staphylococcus aureus was isolated from the two lesions 
and the strain proved to be penicillin-sensitive. He res- 
ponded to the treatment and was discharged cured. 
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JOURNAL OF THE 
INDIAN MEDICAL ASSOCIATION 


The law in relation to mental illness has under- 
gone changes from time to time in the light of 
better understanding of the problem of the causa- 
tion and course of mental disorders. This pace 
has quickened with the dramatic results achieved 
in a considerable proportion of these disorders with 
the introduction of physical means of treatment 
like electro-convulsion, insulin shock, lobotomy, 
and, more recently, psychopharmacological drugs. 
It is getting to be realised that mental illnesses are 


in no way different from physical illnesses. 


The original Lunacy Act of England and Wales 
of 1890 underwent a significant change with the 
introduction of the Mental Treatment Act of 
1930. The Report of the Royal Commission on 
Mental Disorders and Mental Deficiency (1954-57) 
and the Mental Health Act of England and Wales 
(1959) reflect the largest trends in the intramural 
and extramural care and management of mentally 
ill persons. The most significant features of the 
English Act are informal admission of voluntary 
patients and the simplification of the procedure for 
admission of involuntary cases. There is also 
the reclassification of mental disorders into 
the mentally ill, severely subnormal and the 
psychopathic. 

In this country, until recently, the Indian 
Lunacy Act (1912) was made applicable to the 
provinces only. ‘There were several State enact- 


ments regulating the admission and management 


of mentally unsound persons in the princely States. 
5 
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After the integration of States, the operation of 
these State Enactments is to be considered as 
having ceased. 


For some years there has been an attempt. 
among specialists and in informed circles to revise 
the I.L.A. in the light of the trends indicated in 
the Royal Commission’s Report of 1954-57. The 
Ministry of Health elicited the opinion of the 
Indian Psychiatric Society some years back. Some 
months ago the draft Mental Health Bill was cir- 
culated to all the States for their comments. 
Further, the first conference of Superintendents of 
Mental Hospitals in India held in November 1960 
discussed clause by clause the Draft Bill and exten- 
sive changes were recommended. The idea of 
having a Central Psychiatric Board was dropped. 
The categorisation of patients into mentally ill, 
mentally defective, inebriates, etc., and the estab- 
lishment of separate institutions for their care and 
management were considered unnecessary in the 
existing conditions. Informal admission of volun- 
tary patients and simplification in the admission 
and discharge of involuntary cases are the main 
features of the Bill. Patients can be sent out on 
parole for longer periods. Certain other clauses in 
the I.L.A., e.g., medical certification, inquisition 
proceedings, etc., are to be retained without ap- 
preciable modification. The Conference recom- 
mended the admission of criminal patients into 
separate institutions. Although administratively 
this may be a necessity, from the psychiatric point 
of view this may not be sound. The criminal act 
of the patient in most cases is not the product of 


any inherent criminal tendency but is due to the 
eruption of an acute psychiatric episode which has 


resulted in a severely anti-social act coming with- 


in the purview of the law. 
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The admission of observation cases into jails in 
places far removed from the State mental hospital 
has resulted in untold misery to the patients and 
has produced a sense of deep shame on the part 
of the relations of these patients. Certification of 
cases should be related to the actual accommoda- 
tion available in transit camps and in the mental 
hospitals. The establishment of psychiatric obser- 
vation units in general hospitals and the licensing 
of private mental nursing homes should ease the 
pressure on some of the State mental hospitals. 
With the increase in the number of psychiatrists 
available in the country as a result of the establish- 
ment of the All-India Institute of Mental Health, 
the dearth for psychiatrists may be eased in the 
coming years. Humane treatment and manage- 
ment should be ensured whatever the system— 
Western or indigenous—that is employed. The 
employment of ancillary services, specially psychia- 
tric social workers, will establish direct contact 
between the community and the mental health 
services. This should help to break the bias 
presently held by the community against mental 


hospitals. 


Any Act which is complicated and unworkable 
is a bad Act and should not find a place in the 
Statute Book. The provisions of the Act should 
be related to the actual needs of society and must 
embody the latest trends, orientations and attitudes 
of the enlightened sector of the population. It 
should neither be too radical nor too conservative 
and the procedures envisaged in the enactment 
should receive the spontaneous approval of the 


common man. 


The Draft Bill is likely to be further cross- 
fertilised with ideas received from the several 
States, the ministries concerned, parliamentarians 
and so on. There is however reason to expect 
that any Act which tries to change the established 
order will be subject to severe criticism. Some 
time ago doubts were raised in some quarters re- 
garding ‘the wisdom of relaxing the conditions 
now laid down for involuntary admissions to 
asylums, the argument being that it should not be 
made easy for designing relations or others to have 
inconvenient persons locked up’. ‘This emphasis 
on proper safeguard is relevant and will certainly 
be incorporated in the Bill. Fear was expressed 
that horror treatments like E.C.T. and insulin 
shock and lobotomy would be administered to 
innocent persons. The general concensus of 
opinion, however, has been for effecting a change 
in the present Indian Lunacy Act and for bringing 
about a shift in orientation—for considering the 
mental hospitals as treatment centres and not 
merely as bad custodial institutions. 

It is not surprising that any society should still 
consider the need for a distinction between physi- 
cal and mental illness. The observation of altera- 
tions in thinking, feeling and behaviour which are 
sometimes bizarre has resulted in the deep-rooted 
conviction that mental disorders are far removed 
developmentally from physical illnesses. The per- 
sistent belief of bygone days cannot be expected 
to undergo radical changes in a short span of time. 
Dissemination of scientific knowledge and a persis- 
tent attempt at enlightenment of the public is 
likely to yield more benefit than any enactment 


however well intentioned it may be. 


D. L. N. Murti Rao 
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treatment of amebiasis 

requires the use of both an 
absorbable and a non-absorbable 
amebacide.”’ (Vegas, }.A.M.A. 151, 13: 1059, 1953) 


The combination of the sparingly soluble VIASEPT (bismuth 
p-glycolyl-amindphenyl arsanilate) and the highly absorbed 
chloroquine diphosphate in NEOVIASEPT meets this requirement 
admirably. NEOVIASEPT thus permits in ‘a single drag a 
comprehensive treatment of amebiasis. 


INDICATIONS: 


All forms of amebiasis, especially where extra-intestinal 
manifestations are present or are suspected. 
Prophylaxis of amebic dysentery. 

Treatment of cyst carriers. 


ADVANTAGES: 


Reliable amebacidal action @ 
Excellent tolerability 
Astringent action of bismuth @ 
Convenient oral adminisiration © 


A course of 2 dragees (sugar coated) 
t.d.s. for eight days is usually 
in most cases so that treatment 


with NEOVIASEPT is economical too. 


HOECHST 


PHARMACEUTICALS LTD. 


Backbay Reclamation, Bombay 1 


Calcutta: 6, Ganesh Chandra Avenue 
Madras: 67, Or. Alagappa Chettiar Road 
New Dethi: 3/10 & 11, Asaf Ali Road 
Almedabad: People's Bank Bidg.,, Karanj 


J. 1. M. A. Advertiser xxxvil 
NEOVIASEPT 
The complete amebacide | 
3 
Bottles of 24, 48 and 500 dragees 
= 
- 
| 
HPNE. 41 


J. 1. M..A. Advertiser 


Néw flexible and predictable therapy 
in ESSENTIAL HYPERTENSION with 


T.C.F. SERPIRUTIN-C 
TABLETS 


Brand of total alkaloids of 
Rauvolfia Serpentina, having 
Reserpine activity of not 

less than 0.25 mg. per-tablet, Also 
indicated as a tranquillizer 

in neuro-psychiatric disorders. 
Packings of 30 and 100 tablets 


A product of: 

TEDDINGTON CHEMICAL FACTORY LTD., BOMBAY 
Sole Distributors: 

RALLIS INDIA LIMITED, 

Pharmaceutical Division, 
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CURRENT MEDICAL LITERATURE 


Role of the Liver in the Development 
of Haemorrhagic Shock 


SHOEMAKER, W. C., Waker, W. F. anp III, 
L. N. (Surg. Gynec. & Obst., 112: 327, 1961) from the 
Department of Surgery, Peter Bent Brigham Hospital, 
Harvard Medical School, Boston, Massachusetts, and the 
Department of Experimental Surgery, Michael Reese 
Hospital and Medical Centre, Chicago, write : 

Hepatic metabolism and haemodynamics have been 
studied in a series of unanaesthetised animals whose 
major hepatic vessels had been previously catheterised. 

Two types of haemorrhage were studied. Blood was 
suddenly or “acutely” withdrawn in sufficient amounts 
to lower blood pressure to 60 to 40 mm/Hg. Findings 
were compared with the hepatic response that followed 
a slow, prolonged haemorrhage. 

After haemorrhage, there was a progressively in- 
creasing hepatic glucose output, hepatic potassium out- 
put, and hepatic sodium uptake and an increased hepa- 
tic venous resistance, The latter was further intensified 
after retransfusion of shed blood. 

The hepatic metabolic and haemodynamic events that 
follow administration of epinephrine to unanaesthetised 
dogs under comparable conditions had previously been 
found to increase hepatic glucose output, hepatic potas- 
sium output, hepatic-sodium uptake, and hepatic venous 
resistance. This together with another previous obser- 
vation that the adrenal gland output of catechol amines 
was markedly increased with haemorrhage suggest that 
many of the hepatic, metabolic, and haemodynamic 
effects that follow haemorrhage are mediated by epi- 
nephrine. 

Leg Ulcers in Rheumatoid Arthritis 

BENINSON, J. AND ENSIGN, D. C. (J.A-M.A,, 175: 
113, 1961) from Associate Physician, Department of 
Dermatology, and Physician-in-charge, Arthritis Divi- 
sion, Henry Ford Hospital, write : 

Ulceration occurred in the legs of 9 patients as a 
complication of rheumatoid arthritis. Treatment con- 
sisted essentially in the initial application of absorbable 
gelatin powder, with an overlay of a ‘“‘pressure- 
sandwich of gauze dressings, and the subsequent use 
of a “‘pressure-gradient technique employing an elastic 
stocking, custom-made according to certain specified 
measurements. These measures, with a_ high-protein 
diet, attention to shoes, and moderate walking exercise, 
controlled the oedema and led to healing in every case. 


Surgical Treatment of Rheumatoid Hand 


HENDERSON, E. D. anD Lipscompe, P. R. (J.4.M.A., 
175: 107, 1961) from the Mayo Clinic and Mayo Foun- 
dation (a part of the Graduate School of the University 
of Minnesota), write : 

Surgical treatment of hands affected by rheumatoid 
arthritis may be beneficial in restoring function and 
eliminating pain in well-motivated patients in whom 
disability of the hand is increasing in severity or is 


Severely limiting function. The surgical treatment may 
be directed to tendons, tendon sheaths, bones, or joints. 
The procedures described have been used successfully 
in a large and growing number of patients with rheuma- 
toid involvement of the hand. We believe that these 
surgical procedures and the indications for their use 
will be well established in the near future. 


Pituitary Failure After Head Injury 


K. P. anD Jacops, A, (Brit. J., 2: 
1924, 1960) from Paddington General Hospital, London, 
write : 

An account is given of the case of a girl of 15 in 
whom diabetes insipidus occurred after a head injury. 
She later developed anterior pituitary failure and died 
six years after the accident in pituitary coma. Post- 
mortem examination revealed widespread sclerosis 
throughout the neurohypophysis and the hypothalamus, 
but the anterior lobe of the pituitary appeared normal. 
Traumatic pituitary failure is discussed and an attempt 
is made to interpret the features of this case. 


Postirradiation Fractures of the Femoral Neck 


BicKeL( W. H., CHILDs, D. S. AND Porrertta, C. M. 
(J,A.M.A., 175: 126, 1961) from the Mayo Clinic and 
Mayo Foundation (a part of the Graduate School of 
the University of Minnesota) in dealing with postirradia- 
tion fracture of the femoral neck with emphasis on the 
results of treatment observe : 

The conclusions of a study of 19 patients with 24 
postirradiation fractures of the neck of the femur and 
of the pathological process involved were as follows : 
1. With early diagnosis and reasonable care, these frac- 
tures will unite in the great majority of instances. We 
believe that when the fracture is in good position and 
stable, simple non-weight bearing is sufficient. When 
the position can be improved, even in late cases, internal 
fixation after traction is justified. When the fracture is 
old and greatly displaced, more extensive reconstruc- 
tive operations must be considered. 2. Avascular necrosis 
of the head of the femur is an uncommon complica- 
tion. 3. In one-fourth to one-third of reported cases in 
which postirradiation fractures of the femoral neck 
develop, the fractures are bilateral. 

Elective Gastric Resection for Duodenal Ulcer 

Harvey, H. D. (Surg. Gynec. & Obst, 112: 203, 
1961) from the Department of Surgery, College of Physi- 
cians and Surgeons, Columbia University, and the Surgi- 
cal Service of the Presbyterian Hospital, New York, 
writes : 

Twenty-four years’ experience with elective gastric 
resections for duodenal ulcer is analysed. 

In our hands, a resection of about 40 to 50 per cent 
of the stomach plus a subdiaphragmatic vagectomy has 
given the best results. 

A postoperative death rate of 1 per cent for such 
operations can be maintained. 

The type of anastomosis that is performed is rela- 
tively unimportant provided that it can be safely em- 
ployed for the ulcer at hand. 
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WERTHAMER, S., JABUSH, M. AND SCHULMAN, J. 
(J.A.M.A., 175: 558, 1961) from the Paul Kimball 
Hospital, Lakewood, N. J. write: 

Another quadruple case of primary malignancies has 
been added to those in the literature. Satisfactory 
criteria for the acceptance of multiple primary malig- 
nancies can be formulated. 

The importance of this case, although rare, is 
stressed for the diagnostic implications of a 2nd, 3rd, or 
even 4th unrelated malignancy occurring in those 
patients who have been treated for previous malignancy. 


Appraisal of Renal Function and Infection in 
Bladder Cancer 


Levin, J., SnerDer, S. E. AND ANDREWS, J. R. (Surg. 
Gynec. & Obst., 112: 53, 1961) from the Radiation 
Branch, National Cancer Institute, National Institutes 
of Health, Public Health Service, Department of Health, 
Education and Welfare, Bethesda, write : 

Eleven patients with advanced bladder cancer who 
have had ileal bladder construction and x-irradiation 
therapy have been studied before and after operation 
with respect to renal function and infection. Renal 
function as measured by 15 minute and 30 minute 
phenolsulphonphthalein excretion and creatinine 
clearance was found to be sharply depressed before and 
after formation of an ileal bladder even though the 
blood urea nitrogen, serum creatinine, and intravenous 
pyelograms markedly improved in the postoperative 
period. There was no change in the quantitative urine 
cultures during this same time. There was no instance 
of urinary tract obstruction or involvement of kidney 
by tumour in our patients at postmortem examination. 
Our data indicate renal function is more compromised 
in these patients than had been appreciated previously. 
Urinary stream diversion was not noted to cause any 
significant improvement in renal function as measured 
by the endogenous creatinine clearance and fractional 
phenolsulphonphthalein excretion, or to effect a change 
in urine bacteriology. However, this procedure was 
quite effective in providing prompt relief of the dis- 
tressing symptoms of bladder cancer and it did facilitate 
the radiation therapy of the extensive bladder tumour 
and the control of acute infection of the upper tract. 


Epidural Anaesthesia versus Bed Rest in Sciatica 

CooMes, E. N. (Brit. M_J., 1: 20, 1961) from St. 
Thomas’s Hospital, London, in giving a comparison 
between epidural anaesthesia and bed rest in sciatica 
writes : 

A comprehensive system of examination for cases 
suffering from sciatica has been put forward, and 
criteria for selection of patients for this investigation 
have been formulated. All the patients included had 
nerve-root pressure with neurological signs in the affect- 
ed leg; none of them had bladder paresis. 

Forty patients were studied, alternate ones being 
put into a bed-rest group and an epidural group. There 
was no significant difference in age, sex, duration of 


symptoms, or nerve-root-level involvements in the two 
groups. 

The criteria for ‘‘cure” were loss of pain and normal- 
ity of straight-leg raising with or without neurological 
improvement. The mean time taken for the bed-rest 
group to recover was 31 days, and for the epidural group 
11 days. 

Five patients in the bed-rest group and 12 in the 
epidural group showed improvement in the neurological 
signs. 

The mechanism for this is discussed and the final 
aspect of prolonged bed rest is emphasised. 

Other series of patients suffering from sciatica, 
treated with epidural anaesthesia, are briefly reviewed. 
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UNION HEALTH MINISTRY’S ACTIVITIES 
DURING 1960-61 


The entire country is expected to have one primary 
health centre in each Community Development Block by 
the end of the Third Five Year Plan period, according 
to the summary of activities of the Union Ministry of 
Health for 1960-61. Up to March 31, 1960, 2,282 primary 
health centres were established and during 1960-61 and 
1961-62, 635 and 467 respectively were expected to be 
opened by the various States and Union Territories. 


The National Malaria Eradication Programme made 
considerable progress during the year and 390 units 
established according to the Plan target continued to 
function. Surveillance operations have already started in 
339'5 units and will be undertaken shortly in 25 more. 
These operations generally envisage domicilliary visits 
by workers. The data collected will help in determin- 
ing withdrawal of spraying operations. 

Porty-seven Filariasis Control Units were allotted under 
the National Filariasis Control Programme during the 
year. The survey work is in progress in Andhra Pradesh, 
Kerala, Madhya Pradesh and Uttar Pradesh. About 2°89 
lakh persons were administered diethylcarbamazine 
tablets. Nearly 84,000 houses were sprayed once; 
60,000 twice and 32,000 thrice with residual insecticides 
up to October 31, 1960. 

During the year, pilot projects as part of prepara- 
tory measures for the implementation of the National 
Smallpox .Eradication Programme in the Third Plan 
period were started in one district in each State and in 
the Union Territory of Delhi. These pilot projects 
estimated to cost Rs. 33-00 lakhs are expected to be 
completed by the end of March this year. The Smallpox 
Eradication programme which will be launched later this 
year is proposed to be completed in 3 years. 

Up to November 1960, 71 VD clinics had been estab- 
lished in various States. The results of the mass VD 
campaign in the Kulu Valley in Punjab showed a declin- 
ing tendency in the prevalence of venereal diseases. 
Yaws operations were continued in the three States of 
Andhra Pradesh, Madhya Pradesh and Orissa. Maha- 
rashtra has also joined the campaign. 
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At present 170 BCG Teams are working in the 
country and up to the end of October 1960 the number 
of persons tuberculin tested was 15,51,99,738 of whom 
5,44,90,871 were vaccinated with BCG vaccine. The 
stage has been set for the manufacture of freeze-dried 
vaccine at the BCG Vaccine Laboratory, Guindy. The 
production of dried vaccine on a pilot basis has been 
Started there and large-scale production is expected to 
begin by the middle of 1961. 

Under the scheme for the control of leprosy there 
are at present 4 treatment and study centres and 109 
subsidiary centres in various States. A scheme for the 
training of 60 medical officers every year in leprosy in 
the Medical College in Nagpur and another scheme in 
collaboration with the Gandhi Memorial Leprosy Found- 
ation have been sanctioned. 

Pilot projects for Trachoma are expected to be estab- 
lished in U.P., Rajasthan, Madhya Pradesh, Bihar and 
Punjab. So far preliminary epidemiological surveys, 
miniature mass campaigns, and treatment of primary 
school children have been undertaken in some areas of 
U.P. and Punjab. 

During 1960-61 financial assistance was offered to 25 
medical colleges including one private college. The 
Second Plan provision of Rs. 6-5 crores for the establish- 
ment of new medical colleges and the expansion of 
existing ones is likely to be exceeded by Rs. 4 crores. 

In 1960, 50 students including 5 foreign students 
were admitted to the All-India Institute of Medical 
Sciences, New Delhi. In the post-graduate training 
course 103 students have so far Been admitted in various 
subjects. 

The number of admissions in the Maulana Azad Medi- 
cal College, New Delhi, was raised to 72 during the 
academic year 1960-61, and the seats reserved for girl 
students to 17. During 1960-61 20 students were ad- 
mitted to the post-graduate courses in the C. E. M. 
Dental College and Hospital, Bombay, and Nair Hospital 
Dental College, Bombay. 

Training facilities for health visitors in the existing 
9 health centres were expanded and nine new centres 
opened in Allahabad, Bareilly, Ranchi, Rajkot, Trivan- 
drum, Indore, Srinagar, Bangalore and Cuttack. The 
school at Ranchi has since been amalgamated with the 
school at Patna. Up to December 1960, 1,084 and 703 
completed their training as Health Visitors and Inte- 
grated Midwifery-cum-Health Visitors respectively. 

A short six-month course has been drawn up to orient 
the indigenous dais in modern techniques of asepsis 
and to make better use of their services in rural areas. 
Up to the end of September 1960, 8,377 dais were 
trained. 

It has been decided to continue the three Reorienta- 
tion Training Centres for the Public Health Staff assign- 
ed to Community Projects at Poonamallee (Madras), 
Najafgarh (Delhi) and Singur (West Bengal) during the 
Third Plan. Up to the end of 1960, 2,475 health person- 
nel of various categories were trained at these centres. 

Apart from the five T.B. Demonstration and Training 
Centres at New Delhi, Patna, Trivandrum, Hyderabad 
and Nagpur, the centre at Bangalore has started func- 
tioning at an adjunct of the National T.B. Institute, 
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Bangalore. Two more centres at Agra and Calcutta are 
being set up. 

During 1960-61, the total number of candidates trained 
so far in Public Health Engineering under various cate- 
gories is 618. A tentative provision of Rs. 15 lakhs has 
been made during the Third Plan for this purpose. 
The number of persons proposed to be trained during 
1961-62 is 240. 

During 1960, 84 scholars/fellows were trained in 
various medical and allied subjects in India. These 
candidates were sponsored under the Colombo Plan, 
Point Four Programme, World Health Organisation 
Scheme and United Nations Technical Assistance Admi- 
nistration Programme. 150 Indian nationals were sent 
abroad for training in various specialities. 


The Indian Council of Medical Research has initiated 
a comprehensive programme of research in communic- 
able diseases, cardiovascular diseases, diseases of nutri- 
tional origin, maternal and child health, dental health, 
mental health and industrial health. Basic and funda- 
mental research is being done on many problems in 
physiology, pathology, bacteriology and clinical medicine. 


The working of the C.H.S. Scheme during the year 
under report has attained a fair degree of stabilisation 
after a steady process of expansion and re-organisation. 
The attendance at the dispensaries during the year was 
47,38,921 as compared to the previous year’s figure of 
40,14,527. The estimated expenditure during the year 
was Rs. 69,81,000, of which a sum of Rs. 32,88,700 is 
anticipated to be recovered on account of C.H.S. contri- 
bution. Four new dispensaries were opened during the 
year. Two more dispensaries are expected to be opened 
shortly taking the total to 40—the target set under the 
expansion and re-organisation programme. Twenty semi- 
Government and autonomous bodies were admitted into 
the C.H.S. Scheme during the year. In pursuance of the 
decision to house C.H.S. dispensaries in buildings of 
their own, sites have been acquired for four. 


Health Check-up Clinic and Mass X-ray of Govern- 
ment servants are helping Government servants to de- 
tect, well in time, symptoms of latent diseases. 

The facilities available in C.H.S. Family Planning 
Clinics have been extended to the non-C.H.S. benefi- 
ciaries also. The attendance at the Clinics and sale of 
contraceptives has registered a considerable increase. 

The after-care and rehabilitation centre for T.B. 
patients has been fully established at Tambaram. The 
construction of the New Delhi Centre has been com- — 
pleted and the equipment is under procurement. 

During 1960-61, the Government of India approved 
the establishment of 150 T.B. Isolation beds. The total 
number of T.B. Isolation beds approved for establish- 
ment during the Second Five Year Plan is 4,720. The 
number of beds actually established during 1956-57 to 
1959-60 is 784, and of those proposed to be established 
during 1960-61 is 2,228. These figures do not include 
those for Andhra Pradesh. 

The establishment of 430 open air centres in the 
States of Andhra Pradesh, Jammu and Kashmir, Punjab 
and Mysore has been approved during 1960-61. 

The Government of India approved the establishment 
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of Health Education Bureau with Central assistance dur- 
ing the Second Plan period in thirteen States. 

The National T.B. Institute, Bangalore, started with 
UNICEF /WHO assistance, was inaugurated by the Prime 
Minister on September 16, 1960. Training course for 
BCG workers was started from October 3, 1960. The 
construction of a 30-bedded block for leprosy patients 
suffering from tuberculosis is nearing completion. 

During 1960, the Institute successfully produced an 
experimental model of Electro-convulsive Therapy 
Machine and in co-operation with the Indian Telephone 
Industries has now produced a model which has passed 
the tests and is ready for marketing. 

By December, 1960, the number of Family Planning 
Clinics was 1,492 (963 rural), other medical and Health 
Centres giving family planning advice 1,589 and dis- 
tricts having family planning service 292. About 13 
medical colleges and 60 other training centres had family 
planning clinics. Thus family plamning services are 
available from 3,081 centres. The reported number of 
sterilisation cases (under-estimates) increased from 7,823 
(1956) to 35,722 (1959). The total reported number from 
1956-60 (November is 1,08,047. About 82°42 lakh people 
have been contacted and 1840 lakhs given contracep- 
tive advice. The off-take of contraceptive has consi- 
derably increased since 1956. 

For the development of indigenous systems of medi- 
cine in the year under review, an amount of Rs. 678 
lakhs has so far been granted to various private insti- 
tutions. 

The Central Council of Ayurvedic Research has 
drawn up a curriculum and syllabus of studies for Ayur- 
veda to ensure uniformity of standards throughout the 
country. The Government of India have also set up 
Advisory Committees for Homoeopathic and Unani Sys- 
tems of Medicine. A provision of Rs. 8 crores is pro- 
posed to be made in the Third Five Year Plan for the 
development of Indigenous Systems of Medicine. Dur- 
ing 1960-61 researches in Grahani Roga, Udaya Roga, 
Krimiroga, Amavata, Tamaka Swasa, Kalanijapadai, were 
undertaken. 23 students qualified from the Post-Graduate 
Training Centre in Ayurvedic Medicine, Jamnagar. 


During the year an institution for training of Phar- 
macists was started in Orissa and another in Madras. 
So far five State Governments, four Universities and 
one private body conduct courses of study for the Diploma 
in Pharmacy. 

The scheme for a Model Hospital Pharmacy prepared 
by the Pharmacy Council has been included in the 
Third Five Year Plan by the Delhi Administration and 
the Government of Punjab. 

The Central Government has included in the draft 
Third Five Year Plan a scheme for a Central Institute 
of Pharmacy, where facilities will be provided for con- 
ducting courses of study for the Degree and Post- 
‘Graduate Degree in Pharmacy. 

The draft Master Plan for Delhi was published by 
the Delhi Development Authority on July 8, 1960 for 
inviting objections and suggestions from the public. The 
Authority also embarked on a number of schemes for 
developing land for housing and industrial purposes. 
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It is proposed that about 4,000 acres of land should be 
acquired and developed during the Third Plan period. 

To augment water supply in Delhi, efforts are being 
made to persuade the Governments of Punjab and U.P. 
to undertake the Beas-Sutlej Link Project and Ram 
Ganga schemes respectively. It is hoped that from 
these two courses a supply of 525 cusecs of water would 
become available. With regard to sewage disposal, 
financial assistance in the shape of loans and grants was 
provided to the Delhi Municipal Corporation for the im- 
plementation of the recommendations made by the 
Reddy Committee. 

The New Delhi Municipal Committee took up the 
execution of the recommendations made by the Reddy 
Committee for anti-flood measures. Phase I programme 
has almost been completed. The Committee has also 
widened certain roads and constructed a new road from 
Dhaulana Khuan to Shanti Path. 

Uunder the National Water Supply and Sanitation 
Programme the total number of schemes included so far 
is 364. The estimated cost of all the approved schemes 
is about Rs. 80 crores. A provision of Rs. 63 crores was 
made in the Second Plan for carrying out these schemes, 
which was later reduced to Rs. 57 crores. During the 
year 1956 to 1961 loans totalling Rs. 45-93 crores (in- 
cluding the provision made for the year 1960-61) would 
haye been sanctioned to the State Governments for 
the execution of new and spill-over schemes, 

299 water supply and sanitation schemes covering 
some 16,000 villages and estimated to cost Rs. 18-63 
crores have been approved under the programme dur- 
ing the I and II Plan periods up to December, 1960. A 
sum of Rs. 25 crores was provided in the States’ Plans 
for the rural water suppy schemes during the Second 
Five Year Plan. During that period a sum of Rs. 84647 
crores (including the provision made for the year 1960- 
61) would have been sanctioned as grants-in-aid to the 
participating states. 

The Government of India contributed Rs. 18,20,047 
to the World Health Organisation and Rs. 1,00,000 to 
Malaria Eradication Special account during 1960-61. The 
W.H.O. provided 94 experts for 40 health projects dur- 
ing 1960, at an estimated expenditure amounting to 
$454,443 from the Regular Budget and $481,660 from 
Technical Assistance Fund. Besides this, a provision 
of $228,360 was also made under the Malaria Eradication 
Special Account. 

During the year 1960, the Government of India con- 
tributed Rs. 30,00,000 to the UNICEF, and the alloca- 
tion made by the Fund to India at the March 1960 
session amounted to $1,576,200. 


NOTES AND NEWS 
Discoverer of BCG Vaccine Dead 


Professor Jean Marie Guerin, the discoverer of the 
anti-tuberculosis vaccine BCG died at Paris on 9-6-61. 
He was 89. 

Professor Guerin, Honorary Head of the Pasteur 
Institute, was one of the world’s authorities on TB. 
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Prof. C. G. Jung Dead 


Prof. Carl Gustav Jung, leader of the school of 
Analytical Psychology, died on 6-6-61. Prof. Jung was 85. 

Prof. Jung was the last survivor of three pioneer ex- 
plorers into the ‘Unconscious’,—the other two being the 
late Alfred Adler and Sigmund Freund. Like Adler, 
Prof. Jung was once a follower of Freud’s theory of 
Psycho-Analysis, but he broke away and developed a 
theory that there were driving forces behind human 
actions, such as religion, which were as important as 
sexual instincts. 

Prof. Jung was born in Keswil, Switzerland on July 
26, 1875, son of an Evangelical Minister, and graduated 
in medicine from Basle University. In 1913, the year 
of his break with Freud, he took part in the Inter- 
national Medical Congress in London. He then lectured 
at Bedford College and later in Aberdeen. In 1938, he 
became the first Psychologist ever to receive the honor- 
ary degree of Doctor of Science from Oxford. 


New Cure for Cancer Claimed 


Surgeon-General Luther Terry said in a Radio inter- 
view on 1-6-61 in Washington that the Government was 
confident it had found the first drug ever to cure 
cancer. 

Terry referred to the chemical methotrexate which 
in tests cured or arrested nearly 50 per cent of the 
cases of choriocarcinoma. It spreads rapidly to the 
rest of the body and without the drug is almost always 
fatal. 

Methotrexate has also prolonged the lives of some 
victims of leukaemia, cancer of the blood, which is 
always fatal. The drug has been used wtih very limited 
success against cancer of the testicles. 


Test Tube Baby 


The successful fertilisation of a ripe ovum in a 
test tube has been announced at Tokyo by an authority 
on artificial insemination. The expert, Dr. Motoyuki 
Hayashi, Professor of Obstetrics at Toho University in 
Tokyo claims that the artificially impregnated ovum 
when transplanted into the womb of a sterile woman 
would enable her to bear a child. 


Dr. Hayashi and three fellow researchers extracted 
ova from four hospitalised women patients and placed 
them in separate test tubes each containing a mixture 
of salt dextrose, special proteins and serum to en- 
courage ovulation. In three cases the ova died in five 
days. In the remaining test tubes still containing live 
ova, he placed male sperms two days later. Within 
24 hours, he found that the fertilised ovum had divided 
into eight cells indicating the phenomenon of preg- 
nancy. He said during the following week the eight 
cells would continue doubling until a normal embryo 
was formed. This embryo if transplanted into the 
womb of even a sterile woman would grow into a foetus, 
he claimed. 

Dr. Hayashi and his assistants have been carrying on 
studies on artificial fertilisation of ripe ova in test tubes 
for four years using rabbits, mice and other animals. 
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He said that all the experiments were fully successful 
although experiments with human ova failed many 
times. Dr. Hayashi is confident that in two or three 
years his experiments would reach a stage where they 
could be successfully applied to sterile women. 

Dr. Hayashi’s success has been described as ‘“‘epoch 
making” by Dr. Kakuichi Ando, one of Japan’s fore- 
most authorities on artificial insemination. 


The “Faces” You Walk on 


A 37-year-old Japanese has earned a doctor’s degree 
for a study of human soles. Oyichiro Hirasawa of 
Shizuoka University has put in 15 years’ study on the 
subject. 

“You can judge a person’s personality and health 
by looking at his sole,” he says. A person in top 
condition has his body weight equally distributed over 
his sole, while in a troubled person the distribution is 
unequal, he theorises. He contends that soles are like 
faces. They come in various shapes and sizes, and 
seldom are any two alike. 


New Baby Food 


After eight years of research, the Institute of 
Central America and Panama has come out with a 
formula, inacaparina, to fight undernourishment and in- 
fant mortality in the world’s under-developed countries. 

Inacaparina is a mixture of cotton-seed flour, and 
sorghum with vitamin and protein values equivalent to 
milk. Three glasses of it a day containing 75 grams 
cost 3 cents while the same amount of milk would cost 
15 cents. This recipe would control protein deficiencies 
in the young and old and may drastically reduce deaths 
from protein deficiency. 


The Nutrition Society, London 

A symposium will be held at the National Institute 
for Research in Dairying, Shinfield, Reading, on Friday, 
13th October, 1961 on Agricultural Problems in under- 
developed countries. Professor R. G. Baskett, (Director, 
The National Institute for Research in Dairying) will 
preside, Professor L. Dudley Stamp (London School of 
Economics) will speak on Limitations of climate and 
soil; Dr. Audrey I. Richards (Newnham College, Cam- 
bridge) on Human problems concerned in increasing 
agricultural production; Dr. J. C. Shaw (FAO, Rome) 
on Problems of increasing animal production ; Mr. T. 
J. Lansbury (University College of Ghana) on Live- 
stock production with particular reference to the nutri- 
tional problems of West Africa; Dr. C. F. Hickling 
(Colonial Office, London) on Fish production in under- 
developed countries; Professor A. H. Bunting (Univer- 
sity of Reading) on Problems of increasifig arable pro- 
duction. 


Mobile Medical Relief Units 
Two mobile medical units gifted by the CARE were 


presented to the Chief Minister, Mr. Y. B. Chavan, by 
the U. S. Consul-General in Bombay, Dr. Robert M. 
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Carr, at the Sachivalaya on 22-5-61. The units will help 
check eye diseases and organise maternity work. 

A mobile eye clinic, the gift of CARE’s donors in 
America, will be utilised by a free touring eye hospital. 
Another mobile medical van will go to Shri Mouni 
Vidyapeeth of Gargoti village in Kolhapur district, for 
prenatal and postnatal care. 

Presenting the units, Mr. Carr said the gift was 
unique as it was the direct gesture of the American 
people. Many Americans, including school children, pro- 
fessors and journalists, had contributed donations to the 


CARE for the purpose. 
Accepting the units, Mr. Chavan said the gift was a 
fine gesture of friendship between the two peoples. 


Mental Health Advisory Committee 


The Estimates Committee in their Forty-fifth Report 
—Ministry of Health—Medical Services (Part II) recom- 
mended that a Central Council of Mental Health should 
be established with its constitution and functions analo- 
gous to similar Councils under the Ministry of Educa- 
tion. 

The Central Council of Health in their eighth meet- 
ing held in Jaipur on the 28th and 30th October, 1960 
considered the recommendation of the Estimates Com- 
mittee for the setting up of a Central Council of Mental 
Health and recommended that a Mental Health Advi- 
sory Committee be set up under the aegis of the Central 
Council of Health and that the constitution, functions 
and procedure of the Advisory Committee be deter- 
mined by the Chairman of the Council. 

The Government of India have accepted this recom- 
mentation and decided to establish a Mental Health 
Advisory Committee with the following composition :— 


Chairman :—1. Union Minister of Health; Members : 
—2. Two State Ministers of Health; 3. Secretary, Minis- 
try of Health (In his absence, Deputy Secretary) ; 
4. Director General of Health Services; 5. One repre- 
sentative of the Ministry of Education; 6. Three Mental 
specialists in charge of Mental Institutions; 7. One 
representative of Central Social Welfare Board; 8. One 
representative from professional associations of Psychia- 
trists; 9. One representative of the Indian Medical 
Association; 10. Two Non-official members; Secretary :— 
11. Assistant Deputy Director General of Health Ser- 
vices. 

The members of the Committee will hold office for 
a term of three years. The duties and functions of the 
Committee will be to advise the Government generally 
on matters relating to the promotion of Mental Health 
and the running of Mental and other institutions and 
other connected matters. 


Mental Health and Hygiene 


The Government of Maharashtra has constituted an 
advisory board on mental health and hygiene under the 
chairmanship of the Minister for Public Health. The 
Deputy Minister for Public Health is the vice-chairman 
of the board and the Surgeon-General is its secretary. 


The other members of the board are the Secretary, 
Urban Development and Public Health Department or 
his representative; Superintendents of the Mental Hos- 
pitals at Poona, Thana, Nagpur and Ratnagiri; Mr. A. 
T. Patil; Mr. M. D. Tumpaliwar, m.p.; Mr. V. N. Patil, 
M.L.A.; Mr. Shripatrao Kadam (Bhir); Dr. K. R. Masani; 
and Mrs. J. H. Vakil of the Home for Mentally Back- 
ward Children, Worli (Bombay). 

The board will advise the Government on all matters 
connected with mental health and hygiene, including 
the imptovement of mental hospitals in the State and 
prevention of mental illness. The tenure of the board 


is two years. 


Cheaper Milk Powder 


The National Dairy and Research Institute, Karnal, 
has evolved a simple and economic method to make 
skimmed milk powder. 

This powder can be kept fresh for six to eight months 
under tropical conditions. It can be used in the manu- 
facture of toffees. 

The production cost of this powder is nP 66 a pound. 
The cost of imported skimmed milk powder is Rs. 1:37 
a pound. 

The technique and equipment have been sfahdardised 
by Mr. S. C. Ray, Director of Dairy Development, 
Government of West Bengal and Mr. R. Srinivasan, 
Mr. Sukumar and Mr. K. C. Nayar of the Technology 
Division of National Dairy and Research Institute, 
Karnal. 


Cheap Balanced Diets 


The West Bengal Cabinet recently approved a scheme 
for improving the dietary pattern of the people by a 
partial substitution of rice by wheat products in colla- 
boration with the organisation ‘‘Wheat Associates” re- 
presenting the organised wheat farmers of United 
States. 

Under this scheme, two mobile units will demonstrate 
the preparation of cheap balanced diets which will in- 
clude food of various kinds prepared mainly from wheat 
and wheat products. Food so prepared by demonstra- 
tion units will be distributed free. Units will operate 
primarily in development blocks with special drives in 
districts deficit in rice. ‘‘Wheat Associates” have agreed 
to supply a demonstration vehicle and necessary equip- 
ment at a cost of Rs. 37,000 and also to contribute 
annually Rs. 30,000 for each unit to meet partially the 
recurring costs of operation. 


Men Outnumber Women in Calcutta 


Calcutta is the ‘“‘most masculine city in India’, 
there being 1,754 men per 1,000 women, according to 
Dr. J. F. Bulsara, adviser to the Planning Commission 
for Community Development. 

He said that next to Calcutta came Bombay with 
1,666 males for 1,000 females and “happily Jamshedpur 
has 1,250 men against 1,000 women.” Dr. Bulsara was 
addressing the Jamshedpur Rotary Club on the Urban 
Population in India’’. 
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Poliomyelitis is fairly prevalent among children in 
Calcutta, particularly among the upper classes. The 
disease can be prevented by immunisation by poliomye- 
litis vaccine. 


The Government of West Bengal has opened an im- 
munisation centre for this purpose at the Department of 
Pathology and Bacteriology of Seth Sukhlal Karnani 
Memorial Hospital, Calcutta. The centre is kept open 
two days in the week, viz., Tuesdays and Saturdays, 
from 9-30 a.M, to 11 A.M. 

A child requires three injections. A fee of Rs. 18 is 
charged for each child in advance before the first in- 
jection is given. The examination of blood is done 
free of charge. 


Degree in Nursing and Pharmacy 

West Bengal is going to have two professional 
colleges, a College of Nursing and a College of 
Pharmacy with power to confer degrees, during the 
Third Plan period. 

The State Government has decided to establish the 
two colleges in view of the demands for qualified nurses 
and pharmacists. The two colleges will be the first 
of their kind in the eastern region. The colleges are 
expected to come into being in August, 1964. Mean- 
while, the Burdwan University authorities have been 
approached by the State Government to establish their 
Medical Faculty to which the Bankura Medical College, 
which has just been taken over by the State Government, 
and the College of Nursing and the College of Phar- 
macy will be affiliated. 

Both the colleges are going to be located within the 
Burdwan University Campus and for the purpose two 
plots of land measuring 56 bighas have been kept 
reserved. Both the colleges will have a four-year 
course of study leading to B.Sc. in Nursing and B.Sc. 
in Pharmacy, respectively. 

There are only four nursing collegés in India, one each 
at Delhi, Vellore, Hyderabad and Bombay. India has 
now only five colleges of pharmacy, one each at Banaras, 
Saugar, Bombay, Hyderabad and Ahmedabad. 


Hospital for Labourers 

As a result of the efforts of the State Government 
the Employees State Insurance Corporation has agreed 
to construct a 150-bedded hospital with staff quarters at 
Indore. The hospital will be constructed in Nanda- 
nagar Labour Colony at a cost of Rs. 30 lakhs, and 
will benefit about 28,000 insured workers of Indore city. 

During the Third Five-Year Plan period such 
hospitals will also be opened at Gwalior (75-beds), 
Ujjain (50 beds), Raipur (75 T.B. beds), Jabalpur, etc. 

In Madhya Pradesh at present 37 dispensaries are 
working under the Employees State Insurance Scheme 
and benefiting a large number of labourers and their 
families. A programme for construction of buildings 
for housing these dispensaries is also being imple- 
mented. 


NOTES AND NEWS 


Family Planning Workers 


Two more regional centres for training family 
planning workers are expected to be opened shortly. 
These will be loacted in Gujarat and Bihar. No deci- 
sion has yet been taken on the site for the proposed 
centre in Gujarat. Official thinking, meanwhile, appears 
to favour Baroda. 

There are centres already in Delhi, Bombay, Ramana- 
gram in Mysore and most States. These provide two- 
month training courses to between 30 and 50 persons 
at a time, 
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TB Clinic in Every District of U.P. 


Every district of U.P. will have a tuberculosis clinic 
in the third Plan period. This amnouncement was 
made by Chief Minister Gupta when he inaugurated 
the 10th anniversary celebrations of the Vrindaban 
Tuberculosis Sanatorium. 


Mr. Gupta announced an additional annual recur- 
ring grant of Rs. 10,000 and a non-recurring grant of 
Rs. 30,000 to the sanatorium which has now 300 beds 
against 30 when it was started 10 years ago. He also 
announced a Government grant of Rs. 50,000 to the 
Ramakrishna Hospital, Vrindaban. Mr. Gupta later laid 
the foundation-stone of a 50-bed isolation ward in the 
sanatorium. 


After-care Home in Hyderabad 


The Andhra Pradesh Government have sanctioned the 
establishment of an after-care and rehabilitation centre 
in Hyderabad with assistance from the Government of 
India. Under the scheme, buildings estimated to cost 
about Rs, 4 lakhs are being constructed near the tuber- 
culosis hospital, Irrumnuma, Hyderabad. 

The Government have sanctioned the establishment 
of seven tuberculosis clinics, four in Andhra area and 
three in Telengana area during this year. 


Seminar on Filaria 

The Health Minister of Gujarat, Mr. Maneklal Shah, 
said on 4-6-61 that poverty and disease were the two 
big problems that faced the nation today. 

Mr. Shah was inaugurating a seminar on filaria at 
the Medical College auditorium. Secretaries of muni- 
cipalities and local boards, District Health Officers and 
Sanitary Inspectors were attending the seminar. He said 
that filaria “tis spread by mosquitoes which breed in 
filthy pools” and called upon the participants to in- 
culcate cleanliness in the rural people. He asked muni- 
cipal bodies to outline measures to combat this disease. 

Earlier, Dr. N. D. Mehta, Assistant Health Director, 
Gujarat, told the seminar that a population of 3,500,000 
was exposed to the risk of filaria infection in the~State. 
Measures should be taken to protect these people. 
“Some 64-3 million people live in filaria zones in the 
country and are constantly exposed to the risk of con- 
tracting the disease’ Dr. Mehta said. 
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In Gujarat, he said, there were three filaria control 
centres, each looking after a population of 300,000. 

Dr. A. K. Krishnaswami, Deputy Director of Malaria 
Institute, New Delhi, who had specially come to guide 
the deliberations, said that this kind of seminar which 
discussed scientific and administrative measures for the 
control of the disease was a new venture and that such 
seminars should be held in other parts of the country. 
He further said that recent investigations conducted by 
the Malaria Institute revealed that a number of areas 
which were believed to be free from filaria were actually 
showing signs of its existence. 


CORRESPONDENCE 


The Editor is not responsible for the views 
expressed by correspondents 


Oral Hypoglycaemic Agents 

Str,—We read with much interest your valuable 
editorial observation on “Oral Hypoglycaemic Agents” 
(J. Indian M. A., 36: 474, May 16, 1961). The discovery 
of such agents within the last 2 decades has really made 
it possible to keep some of the diabetics at least away 
from insulin therapy. The history of development of 
these hypoglycaemic substances beginning from carbuta- 
mide upto chlorpropamide has been elegantly depicted 
and their values critically assessed in your observation. 
Their limitations in therapy, being effective only in 
selected cases of diabetes, have also very rightly been 
pointed out. But some of these limitations with sul- 
phonylureas have, however, been possibly overcome by 
another hypoglycaemic agent, also effective per orally. 
This is phenformin, a member of biguanide group of 
drugs. This oral hypoglycaemic agent has not how- 
ever been covered in your observation. Phenformin is 
said to be more potent than the sulphonylurea deriva- 
tives and has a wider spectrum of usefulness. It is 
effective in all age group of diabetes labile or stable and 
also found to be useful in controlling sulphonylurea 
failure or resistant cases when given alone or in com- 
bination with sulphonylureas. The secondary develop- 
ment of refractoriness, so common with the sulphonyl- 
ureas, is again Iess likely with phenformin. With all 
such advantages, it appears that phenformin really 
“promises to play a role not hitherto filled by diet, 
insulin, or sulphonylureas. Obviously any discussion on 
“Oral Hypoglycaemic Agents’? without covering this 
important biguanide drug seems to remain incomplete, 
specially when phenformin is being accepted as a phar- 
macopoeial drug and has already undergone thorough 
clinical investigation. I am, etc., 


Calcutta. T. S. Ds, 
B.SC., M.B.B.S., D.I.H. 
* 


Thanks are due to Dr. T. S. De for drawing atten- 
tion to biguanides—a promising group of oral hypogly- 
caemic drugs. If no reference was made to them in 
the editorial, it was because they have yet not been 
subjected to a sufficiently long clinical trial—Ep., 
J. Indian M. A. 


Wastage in Medical Colleges 


Str,—Dr. M. J. Writer’s definition of wastage in 
medical colleges (J. Indian M. A., 36: 486, May 16, 
1961) is different from what many of us_ would 
call wastage. The real wastage can be judged 
from the number of ladies (very rarely men) who 
do not practise medicine in any form due to family 
occupations. Being attached to a medical college, I can 
on a rough estimate say that this number comes to 
more than 30 per cent. For the last two or three years, 
the number of ladies seeking admission to medical 
colleges is rising rapidly; so it would be wise and proper 
to restrict the number of female medical students. That 
is the only way of preventing wastage. I am, etc., 


Churchgate, 
Bombay 1. 


A. F. 
M.D., F.C.P.S., F.C.C.P. 


Tea Garden Doctor’s Fate 


S1r.—I have read the letter of Dr. Bachaspati (J. 
Indian M. A., 36: 428, May 1, 1961) under the same 
caption as above. 


Dr. Bachaspati’s letter is baseless and misleading so 
far the Private Managing Agencies managed by Euro- 
peans are concerned. I have been in the medical service 
of the Tea Industry for over 30 years and I am acquaint- 
ed with the procedures of the Tea Estates under Euro- 
pean Managing Agents and the Indian Tea Association. 


The scale of pay for licentiate doctors is Rs. 155-9-335 
and not Rs. 155-6-335, as mentioned by Dr. Bachaspati. 
The servant allowance is Rs. 55/- per month in all 
cases. I cannot believe that some false picture of en- 
hanced pay on completion of probationary period is 
presented by the Managing Agents. All facilities, i.e., 
provident fund, leave with wages and travelling allow- 
ance and bonus, etc., are given-to the doctors. The 
doctors are not entitled to the fees for issuing sick 
certificates to labourers and it is not mentioned in the 
Plantation Labour Rules 1956. However, I understand, 
the parent body of the Indian Medical Association is 
negotiating with the Indian Tea Association regarding 
payment of this fee to the Assistant Medical Officers. 


I do not think that lives of Bengalees are hazardous 
in tea gardens. During the July disturbances the 
authorities offered all possible help to the Bengalees and 
in my case, my Assamese colleagues in the garden also 
offered me their help. I know of only four Assistant 
Medical Officers in this district who suffered some loss 
during that time. 


The Managers and the Head Clerks are not Kings. 
They have nothing to do in the Medical Department 
of a tea garden. The Assistant Medical Officers (doctors 
in charge of garden hospitals) are under direct control 
of the Principal Medical Officers. I am, etc., 


T. K. Roy, 
Assistant Medical Officer 


Murmuria Tea Estate, 
Cinnamara P.O., 
Assam. 
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KURAZOL 
< LIQUID & TABLETS 


A LIGHTNING REMEDY 


HADENSA for PILES 


HAEMORRHOIDS, FISSURES and BLEEDING 


HADENSA, recommended by Doctors in 108 
countries, gives prompt and lasting relief from 
Piles, Haemorrhoids and Fissures; relieves pain 
and itching and is an excellent lubricant. 


HADENSA contains no narcotics which may mask 
serious recta! pathology—It is non-staining. 


FORMULA: 
Monochlorcarvacro! ..0.01g.  Oleum bituminosum 0.20 g. 
Menthol B.P.  ... 250g.. Oleum Arachidis 8. P. 18.00 g. 


Adeps Lanae Base ... 79.29.g. 


Only genuine with this mark 


THE WORLD RENOWNED GERMAN PILE REMEDY; 
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in 108 Countries all over the W¥or 


xl J. 1. M. A. Advertiser Vol. 37, No. 2 


COMPOUND 


Hi Al Each 28 c.c. (fl. oz.) Contains : 
tsonicotinic Acid Hydrazide 500 mg. 
Ig y Ferrous Gluconate 300 mg. 
a mg. 
cium Glyc te mg. 
Vitamin 1,500 1.U. 
Vitamin C) 100 mg. 
Vitamin Bt 5 mg. 
Vitamin B2 mg. 
Nicotinamide 20 mg. 
Q. 5. 


Syrup 
—iy ORIENTAL PHARMACEUTICAL INDUSTRIES LTD. 


64-66, Tulsi Pipe-Road, Mahim, BOMBAY 16. 


Promotes digestion 
and nutrition 


Aminozyme 


CONTAINS: 


Amino acids, B vitamins, vitamin C and enzymes 
in a non-alcoholic and non-sugar base. 


Entrozyme 


CONTAINS: 


lodochloroxyquinoline, phthalyl- 
sulphacetamide, sulphaguanidine, 
B vitamins and diastase. 


An efficient remedy 
for dysenteries and 
diarrheea’ without 
constipating effect 


in 
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House of Aminozyme 


_ A Case of ‘Ramsay Hunt’ Syndrome 


Str,—A Hindu male, aged 35, was admitted into the 
wards of Dr. V. S. Raghunathan, King George Hospital, 
Visakhapatnam on 14-3-61 with complaints of severe 
burning sensation over the left shoulder region, on the 
left side of the neck- and face, and on the pinna of 
the left ear, for the last 20 days. The onset was acute, 
and was associated with fever and malaise. On the 
same day he noticed vesicular eruptions over the left 
infra- and supra-clavicular regions in a linear fashion, 
as well as on the left side of the neck. The patient 
experienced severe burning sensation along the distri- 
bution of the rash. He also had the same type of 
feeling of burning and a couple of similar vesicles over 
the pinna of the left ear. 

Two days later the patient complained of deviation 
of the mouth to the right side and he was unable to 
close the left eye properly. Subjectively, there was 
blunting of the sensation of taste on the left half of the 
tongue. 


There was no previous history of any eruptive fever. 


Physical examination—On admission the general con- 
dition of the patient was fair and he had no fever. 


A few vesicles were seen over the infraclavicular 
region on the left side in a linear distribution, as well 
as on the left side of the neck. There were also a few 
similar vesicles in the left axilla, in the pit as well as 
over the folds, and some over the forehead and on the 
front of the chest. 


Central nervous system—There was lower 
neurone type of facial paresis on the left side. 


motor 


There was no auditory impairment. There was only 
slight impairment of the sensation of taste on the 
anterior 2/3 of the left side of the tongue. 


Other cranial nerves and the rest of the nervous 
system were normal. fs 

On 18-3-61 the patient was seen by an assistant of the 
E. N. T. surgeon who reported as follows: 


The patient showed facial paresis of the left infra- 
nuclear type. Apart from this there was no abnormal 
pathology. Left ear—T.M. was normal without any ab- 
normality. Auditory meatus—no vesicles nor any healed 
scars were seen, There wag no impairment of hearing. 


Summarising, the patient had a facial paresis of the 
lower motor neurone type on the left side, with healed 
scars of herpetic eruptions over the left supra- and 
infra-clavicular regions. The vesicles were in the nature 
of chickenpox. There was a definite history of burning 
sensation over the left pinna and in the auditory meatus, 
associated with vesicular eruption on the pinna of left 
ear. This clinical picture fits into a combination of 
varicella with herpes zoster. The interesting feature of 
this case is a concomitant facial palsy, suggesting a 
diagnosis of Ramsay Hunt syndrome. 


Will any reader kindly enlighten me on this matter? 
I am, etc., 


Visakhapatnam. A. BAPIRAJU, M.B.B.S. 


REVIEWS 


Louis Pasteur —By Jacques Nicolle; 1961, Hutchinson & 
Co, (Publishers) Ltd., London; 9” x6”, pp. 196; 35s. 
net, 


This book is not just another biography of Louis 
Pasteur. Primarily, it is a narration in chronological 
order of the ten major pieces of research work which 
Pasteur undertook and resolved with his apparently un- 
canny ability. It is indeed amazing to know how the 
chance discovery of a small fact on a crystal of para- 
tartrate led to a chain of discoveries culminating in 
the revelation of the causative organisms of infectious 
diseases of man and animals, and the laying down of 
the methods of their prevention. The rare genius of 
Louis Pasteur thus virtually changed the face of the 
world about the middle of the nineteenth century. A 
young chemist, intent on the study of crystallography, 
steadily grew up to the stature of a saviour of the 
suffering humanity. 

The ten major discoveries of Louis Pasteur involved 
the tartaric acid problem, fermentation, spontaneous 
generation, the production of vinegar, the diseases of 
wine, silkworm diseases, the brewing of beer, anthrax, 
chicken cholera, and rabies. The rare human endow- 
ment of Louis Pasteur, his flashes of intuition, his criti- 
cal methods of investigation developing upon the inte- 
grity of his mind, and the beauty and clarity of his 
arguments, make the history of these discoveries indeed 
very exhilarating to read. Written by a person, who 
lived for some years at the Pasteur Institute in a room 
opposite to that in which Pasteur died, and who had 
been an intimate associate of members of Pasteur’s 
circle, the details of the narration have distinct marks 
of authenticity. 

The epic of Louis Pasteur is undoubtedly more 
thrilling than the best adventure story. This is made 
quite fascinating by faithful exposition of the sequence 
of logic guiding Pasteur’s thoughts. The clarity and 
lucidity of expression of these intricate thoughts make 
the reading more attractive. 

The work of such a great master of science should 
stimulate the younger scientists to devote themselves 
to widening the horizon of knowledge by painstaking 
and perseverant research. For, in the words of Louis 
Pasteur himself, ‘It is by reading what discoverers have 
done that we light and maintain the sacred flame of 
discoyery”’. 

D.C. L. 


Essentials of Medicine for Dental Students—By A. C. 
Kennedy, M.D., M.R.C.P-E., F.R.F.P.S.; 1960, BE. & S. 
Livingstone Ltd., 16 and 17 Teviot Place, Edinburgh ; 
8%”x5%", pp. 272; 25s. net. 

The book which is based on lectures given by the 
author to dental students, contains the essentials and 
principles of general medicine. This is not a short 
synopsis of one or more bigger text-books of medicine. 
It lays special stress on points or aspects which might 
be of particular importance from the dental student’s 
point of view. Disorders such as facial pain and haemo- 
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philia, of which the dentist should have a fuller know- 
ledge, are dealt with at comparatively greater length. 
Principles have been emphasised. Relevant anatomical 
and physiological description in brief, forms the open- 
ing portion of most chapters. Line drawing and tables 
have been included throughout the text and illustrative 
skiagrams and clinical photographs in the appendix at 
the end. 
The volume is well produced and delightful to handle 
and maintains the high standard of the publishers. 
S. K. Nanpy 


OBITUARIES 


Dr. C. Mohan Rangam 

Dr. C. Mohan Rangam, Professor of Pathology, 
M. G. M. Medical College, Indore, died on May 22, 1961 
when swimming in a pool. Death was due to heart 
failure. 

Prof. Rangam was born in Kuppam (Andhra Pradesh). 
He graduated in Medicine from the Madras Medical 
College and obtained his M.D. in pathology. He did 
his research work in Leeds (U.K.) for two and a half 
years. He joined military service in the II Great 
World War. After demobilisation, he was appointed 
Assistant Professor of Pathology in Madras Medical 
College. In 1950, Dr. Rangam was appointed Professor 
and head of the department of pathology which post 
he held for 11 years. 

Dr. Rangam was the president of I.M.A., Indore 
branch, during 1958-60. He was secretary of the Indian 
Association of Pathology for the last two years, and 
was associated with many public bodies. 

Dr. Rangam was only 46 at the time of his death. 
He left behind his wife, two sons and one daughter. 


Dr. Mrityunjoy Sen 
Dr. Mrityunjoy Sen was born in the year 1900. He 
passed the matriculation examination in 1916, I.Sc. in 


Dr. C. Mowan RANGAM 


Dr. MRITYUNJOY SEN 


1918 and M.B. in 1924. He stood first in Anatomy and 
Surgery and obtained Goodeve and Rustomjee and 
Maneckjee scholarships. He also passed the D.T.M. 
and D.P.H. with credit. 

Dr. Sen was Health Officer, Nadia Municipality for 
2 years, Teacher of Hygiene in Nadia Girls School and 
Medical Officer of Scottish Church School for many 
years. He joined Indian Medical Service in the last 
great war but retired on grounds of health in 1946. 

Associated with St. John Ambulance Brigade, Biswa- 
nath Ayurved Bhavan, Astanga Ayurved Bhavan, etc., 
Dr. Sen was an active member of I.M.A., Calcutta 
branch, for many years. 

Dr. Sen died on January 5, 1961, of coronary 
thrombosis. 


Dr. Nil Kanta Bhattacharjee 


Dr. Nil Kanta Bhattacharjee, a private practitioner 
at Agartala, suddenly breathed his last on May 10, 1961 
at his consulting room while examining patients. He 
was 69. 

Dr. Bhattacharjee was a scholar throughout his 
student career and stood first in the final L.M.F. exami- 
nation from Dibrugarh Medical School, Assam. 

With the idea of serving the people in rural areas 
he started private practice in his own village at 
Baurkhand, Tripura (East Pakistan). He was very 
popular in his area and was associated with many 
benevolent organisations. He was always a friend and 
guide to the poor and the needy. 

After partition of Bengal, he migrated to India in 
1950 and since then was practising at Agartala. He 
was one of the founder members of the Tripura Branch 
of the Indian Medical Association and took keen in- 
terest in the activities of the Association. The local 


branch of the Association has lost a very enthusiastic 
and sincere member by his death. 

He left behind besides his widowed wife, six children 
and many friends and well wishers to mourn his death. 


DR. NIL KANTA BHATTACHARJEE 
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SUPPLEMENT 


Journal of the Indian Medical Association 


CALCUTTA ‘Jury 1, 1961 


[V KERALA STATE MEDICAL 
CONFERENCE, 1961, PALGHAT 


The 4th Kerala State Medical Conference was held 
on 5-3-61 and 6-3-61 at the Government Hospital Campus, 
Palghat, synchronising with the Centenary Celebrations 
of the Hospital, and was inaugurated by Sri V. V. Giri, 
the Governor of Kerala, at 10-30 a.M. on 5-3-61. The 
inaugural session was attended by delegates from all 
parts of Kerala and a large number of invitees, includ- 
ing Sri V. K. Velappan, Health Minister and Dr. T. 
Bhaskara Menon, Director of Health Services, Kerala. 


INAUGURAL ADDRESS 


The Governor while exhorting the members of the 
medical profession to dedicate themselves to the service 
of the sick and suffering, laid special emphasis to rural 
health problems and medical aid. 


WELCOME ADDRESS 


Dr. A. K. Raghavan, Chairman, Reception Committee 
extended a hearty welcome to the gathering. He said 
Inter alia, ‘‘Medical Science has gone very far in the 
direction of preventive medicine. But no preventive 
medicine will be of much use, unless provision is made 
for guarding the health of the people. Good health re- 
sists the insidious attacks of disease producing organ- 
isms. The foundation of good health is nutritious food 
and proper exercise. The first thing, therefore, in 
which the medical profession is interested, is that the 
State should provide at least two meals a day for every 
one of its citizens. From my long experience I can 
say, without fear of contradiction, that insufficient 
nourishment is the cause of most of the diseases, apart 
from any direct infection that may take place. The 
production of food is, of course, not a department of 
activity with which the profession is concerned. But I 
think I am entitled to plead that, in the national in- 
terest, a programme should be laid down which will 
give sufficient food for our people. 

Closely connected with the food problem, is the ques- 
tion of the increase of population. Here also the medi- 
cal profession can play a very decisive role. 


Fortunately, the Union Government and the States 
have all realised that it is extremely important to 
prevent the increase of population. This can be done 
by popularising Family Planning. Closely allied to 
Family Planning, is the Problem of Sterilisation, accom- 
plished so easily by what is more or less a minor opera- 
tion. I am glad to learn that sterilisation by surgical 
operation is becoming more and more popular. But, 
unfortunately, it is only the well-to-do classes that re- 
sort to it. Among those classes, as it is, the birth rate 
is not so high. It is the poor that produce more mouths 
than they can feed. It is, therefore, to the poor that 
we must appeal to seek the aid of modern medicine and 
surgery to avoid being burdened with families which 
they cannot maintain. No doubt, the medical practi- 
tioners, both private and State employed, can help in 
this direction. But public co-operation, especially that 
of the poor, has to be enlisted by a nation-wide pro- 
paganda and the climate created which would increase 


7 


the number of poor men and women who will resort 
to our hospitals and clinics. 

It has been suggested in some quarters that there 
should be an integrated system of medicine. That was 
tried in Madras and was not found successful. To 
my mind, what is needed in India today is, that there 
should be an intensive research into the medicinal pro- 
perties of the indigenous drugs that have been in 
common use in the Ayurvedic and other systems during 
at least two thousand years. When the therapeutic 
value of these drugs is ascertained and tested, they 
should be included in a new pharmacopoeia and made 
available in standardised forms to the medical profession. 
To attempt more than this would only make for con- 
fusion and may retard the advance of medical science 
in India. 

Till a few years ago, Government had made provi- 
sion for the medical inspection of students in Govern- 
ment educational institutions. Unfortunately, for what 
reason I do not know such inspections have ceased to 
be held. I would most strongly urge on the Govern- 
ment that they should make provision for medical in- 
spection in schools and colleges, not only those belong- 
ing to Government but which are under private manage- 
ment. It is unnecessary to make out a case for medical 
inspection. The advantages are obvious. If regular 
medical inspections are held, doctors would be able to 
detect lurking defects and nip them in the bud. This 
is not a small matter. I would ask the Association to 
impress on the Government the importance of this 
matter. 

Before concluding, I wish to draw the attention of 
the Association to a new menace that is threatening 
the health of the people of Kerala, living in rural areas. 
Hitherto, Filariasis was more or less confined to the 
coastal areas. Recently, it has been discovered that 
filarial infection is prevalent in rural centres as well. 
Unless very active and urgent measures are taken to 
revent the spread of the trouble, there is the possi- 
bility of the beautiful countryside of Kerala being made 
ugly and unwholesome in the near future. 


Dr. Chakko George, one of the outgoing Vice-Presi- 
dents, who handed over the insignia of office (in place 
of Late Dr. E. K. Raman Pillai, the President) to the 
President-elect, Dr. Lt. Col. G. R. Parasuram, made a 
short speech, laying particular stress on rural medical 
aid and the part, voluntary organisations like the Bharat 
Sevak could play, in running rural health schemes. 


PRESIDENTIAL ADDRESS 


It. Col. G. R. Parasuram in his presidential address 
said “It is my painful duty to record here our sad 
bereavement on the passing away of our President, Dr. 
BE. K. Raman Pillai of Quilon, and recently again of 
Dr. S. S. Rao of Cochin, a past president, and one of 
the pillars of the I.M.A. in Kerala State. 

I am proud that this conference coincides with the 
Centenary Celebrations of the Palghat Hospital, where 
I had served as the medical officer for a shortwhile in 
the twenties, and which has just completed a hundred 
years of glorious service. 

This is the fourth conference of the Kerala State 
Branch of the Indian Medical Association, and the fifst 
ever convened in this historic town of Palghat. It gives 
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me added pleasure to preside over such a function in 
my own Home Town. We have on the rolls of the 
I.M.A. today in Kerala about 800 members and there 
are some more of the profession, who have yet to join 
the Association. Only by the constant, co-ordinated 
efforts of the State and branch associations will we be 
able to get all our colleagues in the profession into the 
association, and foster and forge unity and strength to 
our association. Our united voice alone, will compel 
attention be listened to with respect, and our opinions 
treated with due regard, by the public and the state. 
In my humble opinion the Indian Medical Association 
should be made so strong that the Government should 
consult it on all subjects relating to the medical pro- 
fession and medical education in the country. I call 
upon every member of the profession to join the associa- 
tion and give it the unity and strength, that is its due. 


I feel that our State branch and every other branch 
should own their own premises and attempts to achieve 
the same before the next annual meeting should be 
our objective. Every branch office should have an 
up-to-date library and all standard books and journals 
for ready reference. 


MEDICAL ETHICS : 

I would like to remind ourselves of our duties and 
liabilities to ourselves and the public and thus Keep up 
our traditional reputation of sincerity, integrity and 
honesty that we have built up and demand by our con- 
duct, the respect of the judiciary, the Government and 
the public, not minding an occasional unfair criticism. 
The statement made sometime back from certain respon- 
sible quarters, that alcohol and alcoholic medicines were 
being freely prescribed by the profession, should not go 
unchallenged. Prosecutions and suits for damages in- 
volving medical men, though now fortunately rare in 
India, should not be lost sight of. 


Thanks to the unification brought about by the 
pioneers of the Indian Medical Association, the class war 
has practically disappeared from our midst and much 
better understanding and more cordial relationship exist 
today among the members of the profession. 

In some states there is a move to produce a cheaper 
type of medical men to meet the shortage of doctors. We 
have now to protest with all our might against this 
retrograde step and prevent it, in the interest of the 
public and the profession. I hope that the idea of 
mass production of ill-equipped doctors, whatever the 
reasons for this retrograde step, will not be implemented 
as such step is bound to lower standards, impair effi- 
ciency, and cause undue friction among us. In this con- 
nection Dr. Lakshmanaswamy Mudaliar, the President 
of W.H.O. while appreciating the need for more qualified 
doctors said ‘‘one well trained doctor could turn ont 
much better result, than half a dozen illequipped and 
inexperienced persons.”’ 

The statement that “If the vast number of Ayurvedic 
doctors are taken into account the dearth of medical 
men need not be envisaged and we will be having all 
the eighty five thousand and odd doctors that we need”’, 
should not go unchallenged. And there is a fallacy here. 
We see anybody and every body practising medicine 
without let or hindrance. Is this quackary or not? If 
it is, we have to stop it irrespective of political or other 
considerations. A system of medicine that does not 
take into account the fundamentals of Physics, Chemis- 
try, Biology, Anatomy, Physiology, Psychology, and 
correlate these with the pathology and signs and sym 
toms of disease, of mind or body, is not modern medi- 
cine, but anything else. Ayurveda, Unani or Sidha, may 
be. they have a useful purpose to serve. I have a 
good many friends among them, but I cannot visualise 
them as practitioners of medicine. There must be only 
one system of medicine, and that is modern medicine. 
It is in Kerala, Ayurveda is preached and practised 
widely. It descends from father to son and has been 
so without any material change for thousands of years. 


What we want is one unified modern medicine in which 
is incorporated the best of all systems of medicine, and 
Kerala is pre-eminently fitted to bring this about. It 
is the duty of the state in consultation with the Indian 
Medical Associati to bring this about. Any scheme 
touching public health and medical education to be 
successful in a welfare state has to be planned by a 
committee of eminent medical men in consultation with 
the Indian Medical Association. Non-medical men, how- 
ever great they may be, are not fit for the job. We 
are definite about it. The legislatures which s large 
sums of money on health schemes and allied subjects, 
are conspicious by the absence of doctors in their midst. 
It is an immense advantage to have distinguished mem- 
bers of the profession in the legislatures and in the 
various planning and development forums. In all humi- 
lity we submit this to the Government for implementa- 
tion. The unofficial efforts of one of our past presidents 
to get this done proved a failure and hence this appeal. 


PREVENTIVE MEDICINE : 

Vaccination and preventive inoculations should be 
made compulsory at the school level. Health conscious- 
ness has to be created by propaganda. Health education 
has to be given in all schools. Medical inspection of 
school children is almost extinct and wherever it is 
practised, is a farce. Early detection and treatment of 
children’s ailments is essential and if tackled at the 
right time, there is a lot of saving of manpower and 
avoidance of unnecessary waste of money, time, and 
energy, as the child of today is the citizen of to- 
morrow. 

Another question of importance is the malnutrition 
of children of school going age. Consequently, the need 
for mid-day meal for the school childrep is the duty 
of the public and the state. This needs immediate solu- 
tion. Consequent with the advancement of industriali- 
sation in this country there is need for the development 
of industrial medicine including health insurance scheme 
etc. 


LEPROSY, TUBERCULOSIS, MALARIA AND FILARIA: 


The two infectious but preventable scourges of man- 
kind in our country, namely Leprosy and Tuberculosis, 
need special mention. The identification of cases of 
Leprosy, their isolation wherever required, their efficient 
treatment and measures to protect the ordinary citizen 
—all constitute a vast problem, which has to be tackled. 
Luckily, the W.H.O. (World Health Organisation) has 
made it easier of solution. The mass propaganda set 
out by that body, together with the resources made 
available in an unprecedented global scale, needs special 
mention. B.C.G. Vaccination in this connection helps 
in their prevention and cure. Our ultimate aim should 
be to control and totally eradicate these diseases from 
our country. Likewise, with the increase in irrigation 
facilities that is taking place in the country, Filaria, 
which was once a disease of coastal areas, is now spread- 
ing into the interior areas, and has to be tackled. 
Thanks again to the W.H.O. Malaria, another wide 
spread disease in the country is now ming, rare. 
Mass propaganda and free medical aid go a long way 
in the control of these diseases. 


PSYCHIATRY : 

Psychiatry is likewise a growing subject gaining 
importance. The last war statistics show that a large 
number of casualties were psychiatric in origin. O 
these, only a small percentage were cases of psychotic 
All the rest were psychoneurotics, being misfits 


origin. 
into military life, and in a good many of them, the 
condition hysteria or anxiety was built on a somatic 


basis, and the recovery rate became fairly high, soon 
after they got out of the defence forces. It is true 
that there is a physical basis like an old injury or some 
disease in some part of our anatomy on which the 
symptoms of hysteria are built and to which the symp- 
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toms were referred to by the sufferer, but the symptoms 
persist long after the healing of the original injury or 
disease, or the physical disability is so slight and in- 
significant and not sufficient to produce a suffering out 
of all proportion to the original basic injury or disease. 
A psychological hurt is converted into a physical soma- 
tic symptom, and therefore, it is a psychological ap- 
proach that they need and not all the bitter pills they 
are made to swallow. Thus the necessity for a psychia- 
tric service arises, and one of the ways of meeting the 
shortage of medical personnel, is the starting of psychia- 
tric clinics in all District Hospitals and the provision 
of a few beds in each hospital for tackling such cases. 
Practise a human touch in your dealings in the care 
and management of the mentally afflicted, and you will 
have attained a good deal. 

The Kerala Government towards the latter rt of 
1959 appointed an expert committee of three, of which 
I was the chairman, to investigate the condition of the 
three Mental Hospitals in the state, and suggest im- 
provements on a phased plan. This Committee after 
visiting the hospitals in the state and elsewhere and 
after useful discussions, submitted its report and re- 
commendations early in 1960. The committee pointed out 
the various defects as they existed, and suggested ways 
of improvement, some of which to be implemented im- 
mediately; some early, and the rest in due course. It 
is getting almost to one year, and the last I know about 
it .is,thet it is, being considered by the Government 
Mental Hospitals, as they exist today, are mainly in- 
tended for the custodial care of the mentally deranged. 
Unless there is a constant ingress and egress of patients 
especially of the early and acute type, the hospital is 
unlikely to offer efficient therapeutic service, or remove 
the bias widely prevalent, against the institution. I am 
sure, the Hon. Minister for Public Health in Kerala will 
consider the importance of this subject and pass early 
orders regarding implementations of the various recom- 
mendations contained in the expert committee’s report. 


MEDICAL EDUCATION : 


We are expanding too rapidly and are likely to 
duce medical men "a the risk of efficiency. ‘There 
should be only one class of medical men and that is 
the Medical Graduate qualified in modern medicine. 
Admission to Medical Colleges should be restricted to 
Science Graduates and no others. Merit and merit alone 
should be the criterion for admission to the Medical 
Colleges. Admission on any other consideration is 
bound to impair efficiency and every medical student 
seeking admission should give an undertaking to prac- 
tise medicine during his life-time as otherwise the money 
spent on his education becomes a collosal waste. This 
is particularly so, in the case of women. 


We want A Class Doctors or none at all, whatever 
the nature of their duties. Whether it is in the state 
general hospital or in the remotest rural dispensary, we 
want efficient doctors to work there. While all sacrifices 
can be demanded from the doctors as part of their duties, 
the doctors have in their turn the privilege of asking 
for living wages. They should be paid beyond tempta- 
tion. The people who give health should themselves 
have reasonable standards of living, to keep them in 
good health. 

One great headache is the linguistic fad. In our 
anxiety to demonstrate patriotism, we need not go out 
of the way to insist on throwing out every thing that 
is not Tamil, Malayalam, Hindi etc. Some of our 
southern boys are handicapped by not being able to 
follow the lessons given. in the pre-professional course in 
institutions elsewhere in India. The language for 
technical education should be English only so far as 
we are concerned for a long time to come. At the same 
time we can make every effort to replace it by one 
language only and not all fhe Indian languages. A 
substituted language is a dangerous experiment. 


DRUGS : 

There are certain essential drugs which we need 
badly, and which, unfortunately are not available in 
India. Within limits, these drugs should be allowed to 
be imported from abroad. I fully appreciate the finan- 
cial implications, but we cannot help it. Cheaper re- 
placements are certainly not really economical. Vast 
sums are being spent in various drugs manufacturing 
research laboratories in other countries, with the most 
eminent scientists at the helm of affairs, over long years, 
to produce a single worth-while remedy. Often, the 
entire money and labour become a waste, but even that 
helps in the production of the next remedy. Our aim 
should be to produce worthwhile remedies and not duds. 
It is the duty of the state to encourage in all possible 
ways, the production of drugs of a high standard. Adver- 
tisements of certain remedies in the lay press which 
cause fear and anxiety, should be banned. In our 
anxiety to nationalise everything, private enterprise 
should not be choked. 

The profession, the public and the State should all 
display the same if not greater solicitude for public 
health as is displayed in other departments of national 
welfare and this must go hand in hand and with the 
material well being of all medical workers and im- 
proving their working and living conditions. That is 
which is expected of a welfare state.’ 

The Governor of Kerala next laid the foundation 
stone of the proposed Indian Medical Association branch 
building at Palghat, and the function concluded after 
a vote of thanks by Dr. K. S. Venkitachala Iyer, Pre- 
sident of the Palghat Branch. 
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__The first scientific session was held at 6 P.M. pre- 
sided over by Dr. R. Kesavan Nair, Professor of Surgery 


and Superintendent, Medical College Hospital, Trivan- ~ 


drum, and was addressed by Dr. C. R. Subramanian 
and Dr. Krishnamurthi of Coimbatore, who spoke on 
elective gastric surgery and colonic cancer, respectively. 

The second scientific session was held on the fore- 
noon of 6-3-61, presided over by Dr. K. Madhava Menon, 
when Dr. A. T. John, Professor of Paediatrics, Stanley 
Medical College, Madras, spoke on his observations on 
certain aspects of Meningitis in Children in South India. 

The third scientific session which followed in the 
afternoon, was presided over by Dr. M. N. Menon of 
Coimbatore, and there was a seminar on Hypertensive 
Heart Disease in which Dr. C. K. Gopi, Trivandrum, 
Dr. P. K. Krishankutty of Madras and Dr. K. P. Gane- 
san of Mangalore, took part. The conference concluded 
with a vote of thanks proposed by Dr. T. K. Kesavan 
Nair, organising secretary of the conference. 


BRANCH NOTES 


BHILAI BRANCH —The annual day of the branch 
was celebrated on 29-4-1961 amidst a distinguished 
gathering of doctors from Bhilai, Raipur and Durg. 

The following papers were read—Management of 
Diarrhoeas by Dr. K. Desai, Pediatrician, Bhilai Steel 
Project; Review of 10,000 O.P.D. cases by Dr. S. C. 
Shiwastava, Bhilaj Steel Project; Auscultation of the 
Heart by Dr. G. P. Shrivastawa, Consulting Physician, 
Raipur. Homoeopathy where Allopathy has failed by 
Dr. Rajundale, Raipur. 

A symposium on Headache was also held. Dr. G. 
P. Shrivastava of Raipur presided over it. The speakers 
were Dr. D. C. Sen, Physician Bhilai Steel Project on 
Medical Aspect ; Dr. N. L. Kalle, Chief Medical Officer 
and Senior Surgeon, Bhilai Steel Project on Neuro- 
surgical Aspect; Dr. T. N. Gupta, Ophthalmologist, 
Bhilai Steel Project on Ophthalmological Aspect and Dr. 
P. R. Kulkarni, Jr. Surgeon, E.N.T., Bhilai Steel Pro- 
ject on Otorhinological Aspect. 

The Clinical meeting was held on 4-5-6! under the 
new executive comprising of :— 

Dr. N. L. Kalle, Chief Medical Officer, President, 
Dr. H. S. Sathe, Vice-President, Dr. S. C. Shiwastava, 
Hony. Secretary, Dr. S. Roychoudhury, Jt. Secretary, Dr. 
B. K. Chawda, Jt. Secretary. The following cases were 
presented by Dr. Desai, on (1) A case of Active Rickets, 
(2) Ascariasis giving rise to an Abdominal Lump in a 
Child and Dr. Kalle on (a) A case of Cancer Oesophagus 
and (b) Presacral Cyst in a woman. 


A clinical meeting was held on 25-5-61 at Sector-I 
Hospital, Bhilai. A symposium on Congenital Heart 
Diseases was held. Dr. K. H. Desai spoke on Embryo- 
logy, Anatomy & Clinical Features; Dr. D. C. Sen on 
Diagnosis; Dr. Rajguru on Anaesthesia in Cardiac Sur- 
gery; and Dr. N. L. Kalle, Chief Medical Officer on Sur- 
gical Treatment. The following short cases were also 
presented : A case of Dermatographia—by Drs. Rao and 
Shrivastava; a case of Stunted Growth—by Dr. Shrivas- 
tava; a case of Patent Ductus Arteriosus—Dr. Sen; a 
case of Interventricular Septal Defect—Dr. Sen. 


BAREILLY BRANCH —An executive Committee meet- 
ing was held at the residence of Dr. M. K. Goel on 
18-5-61. Seventeen members were present. Minutes of 
the last meeting were read and confirmed. Progress 
eer of various sub-committees were taken up one 

one. 

Membership and attendance promotion committee : 
Dr. Puri and Chatterjee informed that preliminary data 
as regards prospective membership has now been ob- 
tained and that they will start a campaign for enrol- 
ment very soon. It was suggested by Dr. Saxena that 
in order to promote attendance at clinical meetings it 


might be a useful plan that each member of the execu- 
— committee should bring two or more members with 
im. 

Programme sub-committee: Although monthly pro- 
grammes are being arranged nearly regularly it was 
decided that one final objective of the branch should 
be to have bi-monthly clinical meets. The committee 
was advised to keep this in mind in formulating future 
programmes. 

Library sub-committee: Dr. Dhillon spoke about 
the Association Bulletin and informed that it is being 
printed for the last five months and total number of 
copies printed is 250 monthly; out of this 150 copies 
are being sent free to Almora, Badauu, Kashipur, Mora- 
dabad, Pilibhit, Nainital, Rampur and Shajahanpur. 
There has been good encouragement and co-operation 
from other branches It was argued if it would be 
proper to fix some price for the bulletin but the execu- 
tive committee decided that at the present moment the 
bulletin be sent out free though if the outside branch 
so desired, a token voluntary contribution could be made 
or in lieu thereof they could help us by obtaining some 
advertisements from their local chemists. 

Library organisation: Dr. Dhillon informed that a 
Library Sub-Committee meeting was called in the last 
month and it was decided that the best way of procur- 
ing some useful books was to ask for individual con- 
tribution of “books. Dr. Chanan Shingh was entrusted 
the task of working out the details for such collection. 
Dr. Dhillon also said that according to the last execn- 
tive committee meeting decision, all journals except 
Lancet will be discontinued and that instead, from that 
allocation of 300/- new useful books will be purchased. 
Three new books costing Rs. 200/- have already been 
purchased. 

Resignations: Five resignation letters were brought 
to the notice of the committee by the secretary and 
it was decided that an individual approach be made by 
the senior members to persuade them to withdraw. 

Annual Provincial Conference: It was resolved, if 
general body approves, that the State annual conference 
be invited to hold its October 1962 session in Bareilly. 

Death of Dr. Y. P. Seth of Pilibhit was mourned. 
An appeal by the State branch was read out to assist 
the bereaved family. 

There was a clinical meeting of the branch on 
20-5-61 at the District Hospital O.P.D. under the presi- 
dentship of Dr. C. M. Aga. 

Dr. C. M. Aga told the house of the proceedings of 
the last Executive Committee held on the 18th May 
1961 at the residence of Dr. M. K. Goel, which con- 
sisted of the reports of the working of different sub- 
committees, setting up of the library in a proper shape 
for which some books have already been purchased and 
orders placed for many others, Bulletin of the Bareilly 
Branch which the Branch has started issuing since 
January 1961. He also told the house regarding the 
programme to visit Bhowali sanatorium and Patwa Dagar 
(institute where lymph is processed) by the members of 
the branch. 

Dr. R. P. Srivastava, Orthopaedic Specialist, District 
Hospital Bareilly spoke on the subject Fracture Patella 
and its treatment and also demonstrated several cases 
on whom he had operated and most of them showed 
perfect recovery of normal function and were back to 
their original job. Dr. A. H. Khan, Dr. P. C. Bhalla, 
Dr. G. S. Dhillon and others put questions to the speaker 
which were explained and discussed by him. 


BOMBAY TERRITORIAL BRANCH—World Health 
Day was celebrated by the branch on April 7, 1961 with 
a Symposium on Accidents and their Prevention at 
Birla Matushri Sabhaghar from 2-30 P.M. to 4-30 P.M. 
This symposium was inaugurated by Governor Shri Sri 
Prakash. Shri A. A. Jasdanwala presided. The follow- 
ing were the participants: Dr. K. M. Bhansali, Dr. A. 
K. Talwalkar, Dr. B. N. Sircar, Dr. N. S. Vahia, Dr. 
H. S. Mehta, Shri A. V. Modi, Shri N. L. Gadkari, 
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DR. C. Ll. JHAVERI, PRESIDENT, BOMBAY TERRITORIAL BRANCH I.M.A. WELCOMES THE GOVERNOR SHRI SRI PRAKASH AND OTHER 


Shri I. C. Patel, Shri S. M. A. Pathan and Shri R. M. 
Malkani. 

On behalf of the Bombay Territorial branch, Dr. C. 
L. Jhaveri, extended hearty welcome to all. He said 
“Accidents have various aspects, and this symposium 
has been organised for discussing them. The benefit 
of this symposium is of far reaching effect, and concerns 
the humanity of the whole world. I have pleasure in 
welcoming Shri Sri Prakash, the Governor of Maha- 
rashtra, Mr. Jasdanwala, and all assembled. I am grate- 
ful to my colleagues for assembling here in such good 
number, and for giving me the privilege of welcoming 
you all. I now request you, Sir, to inaugurate our 
symposium.”’ 

Shri Sri Prakash, in addressing the symposium said, 
“Friends, believe me when I say that I am sincerely 
grateful to the organisers of this function for the honour 
they have done me in inviting me here. A galaxy of 
persons has assembled here to discuss matters not of 
narrowness, but of high importance. Now-a-days so 
many persons are ready to discuss problems of narrow- 
nesses. Doctors are persons who look after the wel- 
fare of human beings. They should not have any 
narrownesses in their minds. 

Bombay is observing World Health Day. Its cele- 
bration started in 1948; to-day is the 14th anniversary 
of this useful celebration. As I gather from the litera- 
ture supplied to me, we are particularly assembled to 
discuss the problem of accidents. Accidents have vari- 
ous causes. You will discuss accidents on roads, in 
industrial works and so on to find ways and means of 
preventing them. It is natural that you should pay 
attention to all causes, and mainly to the education of 
the public for preventing accidents. 

I am agreeably surprised that in some parts of Bom- 
bay people have a good road sense; elsewhere they 
are very careless; they do not know even the simple 
method of crossing roads. The rule is “Look both to 


GUESTS AND MEMBERS. 


the right and the left”, but they do not do so, and 
accidents result. On the Poona-Bombay Road, you must 
have found to your deep sorrow that 2 or 3 accidents 
occur daily. When overloaded lorries are driven fast 
even at difficult bends, accidents are bound to occur, 
and these may result even in death. It would be better 
if in schools instead of teaching all about the stars, 
the moon and the sun, some attention is paid to the 
teaching of simple civic virtues. Eminent persons like 
you have taken this task in hand, and I am sure that 
you will give practical suggestions for educating the 
public and the children. Many accidents occur in the 
home, because so many of us are careless. Utensils, 
knives, pans and several other things are strewn all 
over the place. With proper education, many accidents 
can be avoided. 

Then there is one type of accident which takes a 
great toll. Accidents in industrial establishments. Huge 
machines are in operation, and these form the deeper 
problem of civilisation itself. Great inventions and 
devices raised by man ultimately depend on the labour 
of those who work in impossible conditions, as in the 
holds of ships, near furnaces, in vehicles of high motion 
and so on. Take for instance fishermen who go out to 
sea at night. Civilisation of which we are so proud 
depends upon the risks that so many workers take. 
Civilisation must have risks also. We should try to 
eliminate the risks as far as possible, and see that 
proper balance is maintained between man and man. 
While contacting people you should obtain also their 
affection. Sympathy without rudeness would minimise 
the number and effects of accidents. With advice and 
care, and tenderness even while attending to animals 
much good can be achieved. 

It is good that doctors of your high qualifications 
should exchange views and experiences about various 
accidents, study how they take place, how they can be 
avoided, and what is to be done when they do occur, 
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so that man may not suffer much. I am happy on the 
choice of the subject. I am very thankful to the orga- 
nisers of this function for invisiting me. I inaugurate 
this symposium, and hope it will help to minimise the 
number of accidents, and losses due to accidents.” 
Shri A. A. Jasdanwala said, “I am very thankful to 
the organisers of this function for asking me to preside. 
I look upon it as an honour done not to me, but to the 
Safety First Association of India of which I happen to 


be President. It is a tribute to my colleagues who have 
worked in the cause of safety. We have done a little 
propaganda work. With the services of honorary 


workers we have tried to inculcate the importance of 
accident prevention. An advisory committee has been 
set up for the Industrial wing, which is led by Mr. 
Kewalramani who brings to it his rich experience as 
retired Chief Inspector of Factories, and it will be 
always available to industrial establishments for safe- 
guarding their workers and preventing accidents. The 
committee’s advice will be valuable and of particular 
importance. It is of particular significance that our asso- 
ciation helps the industrial associations of even other 
countries in matters such as industrial relations, the 
problem of hazards and so on, and has won the recogni- 
tion of industrial projects for the safety measures and 
preventive measures recommended. In terms of work- 
ing hours productivity is not sufficiently appreciated. 
According to a report of the I.L.0. published after the 
last war, cven in such advanced countries as U.K. and 
U.S.A., the number of deaths due to accidents is more 
than the deaths in the last war, which is very amazing 
because those countries are considered as leaders in pre- 
vention. Loss due to accidents in U.S.A. is more than 
$4200 million. In India also the accident rate has 
gone up from 100 to 240. It is necessary that our 
development programme be built upon a sound founda- 
tion. We should profit by the experiences of those 
countries ; we should not repeat their mistakes; we 
should institute steps to see that the same mistakes are 
prevented from occurring. I am very happy to see 
that we have the support of medical men, and the 
task of rehabilitation would be easier. I think it would 
be better to initiate the discussions with a talk by one 
who is not a doctor, because the doctor comes in after 
the accident. I invite Mr. A. V. Modi managing director 
of Unichem Laboratories to speak. 

Mr. Modi in his paper stressed the following points :— 

i. In the pharmaceutical industry different tablets 
and powders have the same physical appearance, 
and so there is every chance of labels being inter- 
changed resulting in much harm to people. 
Therefore very proper care should be taken to 
affix the proper labels to the proper substances. 

ii. when 2 actions in synthesising a compound are 
interdependent upon each other, if one action 
fails to function, there must be provision for 
stopping the other automatically; instance cited 
was of toluene and another substance being mixed 
with the aid of a mechanical stirrer. Sometimes 
the stirrer fails to function, but if the inflow 
of toluene is not arrested immediately, violent ex- 
plosions occur, causing much damage. 

iii. appliances like gloves and masks must be pro- 
vided to those who work with acids and obnoxious 
gases. 

iv. safety tests and paper tests must be performed. 

v. co-operation between man, machine and material 
is most essential. 


Then Mr. Jasdanwala invited Dr. K. M. Bhansali of 
Stanvac to speak. Dr. Bhansali before beginning to 
speak on his subject, stated that the wrong impression 
that the doctor comes after the accident must be correct- 
ed. The human factor is of greater importance than 
the mechanical part of industry, and so in some places, 
the mechanical department is kept under the medical 
department. The main points of his subsequent talk 


could be summarised thus. Workers are divisible into 
2 classes, the accident prone, and the accident liable. 
Only about 20 per cent are accident prone. In the 
course of pre-employment examination, if it is found 
that a particular applicant is accident prone, it would 
be safe to allot him a job in which there is risk of 
accident. If somehow or other an accident prone man 
is put on a hazardous job and he sustains an accident, 
he should not be allowed to continue on the same job; 
he shonld be given other work. Then locations of in- 
dustries and machines form important points for con- 
sideration in eliminating accidents. The responsibility 
in such matters lies on the management and the medi- 
cal department; the medical department should give 
proper advice. He also stated that at the Stanvac Re- 
finery, at the very entrance there is a big board on 
which the names of the various departments and the 
number of accidents taking place in each are written 
in bold letters. The workers see those figures, and 
those working in departments having a high incidence 
of accidents feel sorry and try to be more careful in 
future. Further there are other incentives in the form 
of awards to departments which record few or no acci- 
dents. 

Then the president invited Mr. N. L. Gadkari, Chief 
Inspector of Factories to speak. 

Mr. Gadkari read a paper the main points of which 
were as follows : 


Whenever an accident occurs, the employer and the 
employee indulge in mutual indictment. The employer 
says that the worker’s negligence caused the accident; 
the worker says that it is a pity that he has to work 
under an employer who has no thought for his worker 
and who exposes him to accidents without taking or 
adopting any protective measures. The supervisory staff 
must teach the workers how to operate a machine in 
the proper way, and what ways of working may cause 
accidents. Further employers should take all precau- 
tionary measures, such as protective guards to those 
parts of a machine which may lead to accidents. Often 
these things are not done. When an Inspector visited 
a factory in the mofussil, the management who had pre- 
vious notice of his visit purposely kept the factory 
closed on that day. The Inspector saw a low shaft 
which was unprotected, and he drew the attention of 
the manager to it. The manager said that every pre- 
cautionary measure would be gradually adopted, but as 
the factory had been only recently started—only two or 
three months ago, there were some things left undone. 
He forgot that an exposed shaft may cause an accident 
in the first hour of its working. The manager however 
assured the Inspector that the shaft would be provided 
with a guard before putting it into commission again. 
The Inspector then went on his round to another factory 
in another village. He had barely reached there, when 
he learnt to his horror that the son of the proprietor 
of the other factory had been killed, and the exposed 
shaft had caused his death. Although an assurance was 
given to the Inspector that the low shaft would be pro- 
vided with a safety guard before putting the machine 
into operation again, no sooner had his back been turned 
on the “closed” factory, work was started in it, with 
nothing done to minimise the danger of the low shaft, 
and the proprietor’s son fell a victim to the deadly 
shaft. Sometimes managements take no pains to mumni- 
mise accidents. When an Inspector remarked to the 
management of a factory that the rate of accidents 
in the factory was high, the proprietor non-chalantly 
opined that it was only natural that in a factory of the 
size of his factory some accidents should occur. The 
fact was that several smaller factories lying round his 
factory had adopted precautionary measures, with the 
result that several accidents which were repeatedly 
occurring in the bigger unit had been completely elimi- 
nated by them, though the smaller factories were also 
liable to the incidence of those accidents. The pro- 
prietor of the bigger unit was smug in the thought 
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that in a factory of the proportions of his factory acci- 
dents were only natural. He did not know that the 
others were not having those accidents at all. 

ome president then invited Dr. Talwalkar, A. K. to 
speak. 

Dr. Talwalkar said that in his opinion it is Scooters 
and Motor Cycles which do most damage, and he would 
go even so far as to say that the use of these vehicles 
should be banned. He drew the attention of the audi- 
ence to the rash and reckless driving indulged in by 
drivers on the Poona Bombay road between Thana and 
Poona, and also to the much dangerous overtaking that 
is done. He said that fines in such case should not be 
only Rs. 10/- or Rs. 15/-, but they should be deterrent. 
He also pointed out that persons involved in accidents 
are taken to hospitals by the police for recording their 
statements; but it is not compulsory that they should 
remain in the particular hospital to which they are 
taken. If they so desire, it is open to them to go to 
any nursing home of their choice. He also said that 
every hospital should have an orthopaedic department. 
He gave a short anecdote to illustrate the clumsy and 
unsatisfactory work done by those other than ortho- 
paedic surgeons. 

After Dr. Talwalkar, Mr. I. C. Patel of W.I.A.A. was 
invited to speak on road accidents. 

Mr. Patel said that an increasing number of acci- 
dents are taking place, some due to black clothes worn 
by pedestrians at night and their invisibility in the 
dark, some due to disregard of regulations, some due 
to drunkenness, and some due to lack of education as 
to how and when to cross roads. He said that in Ger- 
many people are taught how to use roads with the 
aid of miniature vehicles; the same method may be 
adopted in our country also. He thanked the organisers 
of the symposium on behalf of the WIAA for inviting 
him to speak. 

Then Dr. B. N. Sircar, Anaesthetist of the K. E. M. 
Hospital was requested to speak on accidents on the 
Operation Table. Dr. Sircar said that the first and 
most important thing that an anaesthetist should make 
sure of was that the patient has a free air passage. 
He referred to the death of Air Marshal Mukherji who 
was choked to death by a piece of meat which went 
down the wrong way, into the wind pipe instead of the 
gullet, which emphasised the point that a free air 
passage is a sine qua non of anaesthesia. He said that 
an anaesthetist should be very careful, because accidents 
occur very suddenly during anaesthesia. Stopping of 
breathing is a most dangerovs sign; the cardiac arrest 
is another. He said that he had worked for 40 years as 
an anaesthetist, but in all that long period he had been 
unable to fix the cause of cardiac arrest. Through 
massage the heart may be made to beat, but personally 
he jis never happy until the heart begins to beat of 
its own accord. 

Then the president said that he would request Mr. 

S. M. A. Pathan, Dy. Commissioner of the Traffic Con- 
trol Department, a much misunderstood department, to 
speak. 
Or. Pathan said that speed has become a feature of 
modern life, and so fastness has become a feature of 
transport. Referring to Mr. Patel’s statement that acci- 
dents are increasing, he cited comparative figures of 
1955 and 1960 to show that the rate of accidents is re- 
ducing. Car accidents had reduced from 25 to 22, taxis 
from 22 to 21; only in the case of lorries the rate would 
seem to have increased, but one must remember that 
lorry transport has also increased in volume. He said 
that generally speaking accidents do not “‘occur’’, but 
they are “created”, and the most important causes 
are :— 

1. Speeding, 2. Rash and negligent driving, 3. Dis- 
regard of simple road regulations and of other traffic 
on the road, 4. Parking at corners, 5. Ignoring to give 
signals, 6. Defective vehicles not roadworthy, 7. Lack 
of traffic engineering and proper road servicing and 
8. Improper use or total disregard of pedestrian crossings 
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by those who walk on foot. Many people walk mechani- 
cally, diagonally and many other improper ways and 
fall into danger. 

He agreed with Dr. Talwalkar in that punishments 
meted out to offending motorists at present are meagre. 
He held the view that road offences should be made 
non-bailable, and further on the spot punishments should 
be inflicted, because punishment long after the accident 
loses its psychological effect. 

Then Dr. Vahia spoke a few words on the psycho- 
logical factor of accidents. He said that the worker’s 
main trouble is a nagging boss, and his having to say, 
“Yes Sir; yes sir” all the time to an officer whom he 
dislikes. In such a state of the mind he may become 
listless and fall into accidents. He pleaded that in the 
pre-employment examination, the psychiatrist must also 
be called in so that accident prone workers may be 
detected in the very beginning. 

Then Dr. H. S. Mehta was requested to speak. 
He said that in the Coroner’s court, and in the course 
of litigation doctors are often blamed by insurance 
companies and lawyers who accuse them of negligence 
or of attempting to learn from their patients. In reply 
to such charges he would say that NO doctor ever tries 
to learn from his patient, but the doctor’s motto is 
to serve human beings to his last living day. 

Then Mr. Malkant, Coroner was requested to speak. 

Mr. Malkani said that when a machine goes wrong, 
one has to investigate whether it was the machine that 
went wrong, or the mechanic operating it. Similarly, 
when the human machine goes wrong, it must be deter- 
mined whether the patient went wrong or the doctor. 
He advised doctors to remain cool and collected while 
attending on patients, and above all to eschew over- 
confidence. If doctors observed these two rules, the 
causes of their having to attend the Coroner’s court 
would be very much diminished. He dwelt at some 
considerable length on the legal definition of negligence 
and all its implications and nuances, so that doctors 
present may take due note of the same, and may guide 
themselves accordingly, in order not to perform any 
action which may render them liable to the charge of 
negligence. 

After the Coroner had spoken, Mr. Jasdanwala, pre- 
sident summed up the day’s talks. Referring to proper 
ethical checks like a huge accident board and offering 
incentives to workers mentioned by Dr. Bhansali, he 
said that if the private sector in India had the re- 
sources of Stanvac, perhaps such methods would be 
adopted. He pleaded that coloured lights should not 
be stopped after 9 p.m. as at present, and that psychiatric 
tests must be taken by the police before issuing driving 
licences. 

The symposium concluded with a vote of thanks by 
Dr. A. D. Daftary, Jt. Hony. Sec. of the Bom. Ter. 
Branch of IMA. Dr. Daftary told the audience how 
he had to book a trunk call to the Governor who was 
then at Delhi in order to request him to be the day’s 
chief guest, and how the Governor very kindly con- 
sented to come. Dr. Daftary thanked the Governor for 
attending the function, Mr. Jasdanwala for presiding 
and conducting the proceedings, the various speakers 
for their papers and speeches, the members of the 
audience for attending in such good numbers, and the 
management of the Birla Matushri Sabhaghar for giving 
the hall. He also thanked Mr. Jani of Andre Labora- 
tories for his hospitality. 

COIMBATORE BRANCH —The 30th Annual General 
Body Meeting of the branch was held on 30-4-61, 
commencing at 3 P.M. in the Association premises. 150 
members were present. 

Dr. D. Sundareswaran, the President, delivered the 
inaugural address. . He requested the younger section 
of the members to take up the reins and run the Asso- 
ciation in the interest of the profession. He also suggest- 
ed the idea of family members of the members of the 
Association meeting periodically to establish contact 
among themselves. Condolence resolution on the death 
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of Dr. U. A. Menon was passed, all members observing 
silence for about two minutes. 

The annual report and the statement of accounts for 
the year, 1960 presented by the secretary were passed 
unanimously. The following office bearers were elected : 
President: Dr. O. T. Gopalakrishna Naidu; Vice-Presi- 
dent: Dr. C. V. Rama Raj; Hony. Secretary: Dr. V. 
Sriramulu; Associate Secretary: Dr. R. Padmanabhan; 
Hony. Treasurer: Dr. K. R. Venkatasalu. Provincial 
Committee members : 1. Dr. A. G. Leelakrishnan, 2. Dr. 
C. Arumugham, 3. Dr. C. N. Santhanam, 4. Dr. M. P. 
Jesudasen, 5. Dr. S. G. Rajarathnam, 6. Dr. G. T. 
Gopalakrishna Naidu, 7. Dr. R. G. Iyer, 8. Dr. S. Gana- 
pathy, 9. Dr. S. V. Subramaniam. Central Council 
members : 1. Dr. C. Arumugham, 2. Dr. N. K. Sampath, 
3. Dr. S. G. Rajarathnam. 

After the election, Dr. G. T. Gopalakrishna Naidu 
suggested the following ideas to be taken over by the 
branch: (1) A Bacteriological Unit on the model of the 
Pasteur Institute, Coonoor may be started in Coim- 
batore and members of the Association may serve in 
the bacteriological unit for giving relief to the suffer- 
ing poor. (2) A nursing home of an up-to-date model 
may be opened with all surgical appliances for giving 
relief for the people in the district. (3) A medical unit 
on the model of the Erode Medical Supplies may also 
be opened and medicines stocked for supply to the 
people at very moderate prices. 

The president congratulated the Editor of the Clini- 
cal Journal Dr. A. C. Leelakrishnan for conducting the 
journal in a superb way. He also thanked Dr. T. V. 
Sivanandam, President, Madras State Branch of I.M.A. 
for giving life and strength to the Coimbatore District 
Medical Association. 

Dr. C. Victor, Principal, Madurai Medical College 
gave an interesting lecture on HYPERTENSION. At this 
stage sports were held and after the sports Dr. N. 
Sarat Chandra, gave a lecture on Some Aspects of Rectal 
Surgery. A film show on Diagnosis and Therapy of 
Pelvic Diseases was shown. The highlight of the day 
was the Fancy Dress Competition. A record number 
of members took part in this item which was very 
entertaining. 

The monthly meeting of the branch was held on 
13-5-1961 at 6-30 P.M. in the premises of the Association. 
Sixty members were present. Dr. G. T. Gopalakrishna 
Naidu, the President, presided. 

The President, in a short speech, welcomed the mem- 
bers present, and exhorted all the members to attend 
all the meetings of the I.M.A. in full strength. Dr. V. 
Sriramulu, the Hony. Secretary, then read the minutes 
of the previous meeting of the branch held on 30-4-1961. 
The President, thereafter, called for nominations for 
the offices of One President and Three Vice-Presidents 
of the Central I.M.A. Delhi. The Hony. Secretary was 
requested to communicate these nominations to the 
Central Office according to the usual procedure. The 
President then introduced Dr. Kurian, the Assistant Dt. 
Medical Officer as a new member. Dr. D. Lakshmanan, 
the Speaker for the day gave a talk on Common Surgi- 
cal Emergencies which was much appreciated by the 
members present. 


GORAKHPUR BRANCH —The monthly general meet- 
ing of the branch was held on 29-4-61 under the presi- 
dentship of Maj. J. N. Jaswal, Civil Surgeon, Gorakh- 
pur at the Railway Hospital, Gorakhpur. Dr. H. P. 
Singh, father of Dr. S. Singh, D.M.O., N. E. Rly. and 
Dr. N. K. Ahuja of N. E. Rly. were welcomed by Maj. 
Jaswal as guests of the evening. The following interest- 
ing clinical cases were demonstrated :—An unusual case 
of Gall Stones which showed filling defect at the Ileo- 
caecal junction on x-ray examination. Dr. Singh also 
cited five other Intra-Abdominal cases which had shown 
different pictures on x-ray examination and were likely 
to mislead the clinician in arriving at a diagnosis. 
Dr. S. Singh also presented two cases of Low Backache 


due to sacrilisation treated by tramsversectomy. Dr. S. 
P. Agarwal, narrated a case of Psychoneurosis who was 
running high temperature for several days and was 
treated by Largactil and Bromides. Dr. P. C. Sinha, 
Radiologist of Railway Hospital demonstrated a series 
of x-ray plates on diseases of Ileocaecal junction. 

With a view to prevent accidents and introduce safety 
measures at home and on roads, it was decided to form 
a committee which will consist of medical, non-medical, 
road transport and other social welfare agencies. 


GWALIOR BRANCH—Meetings of the branch were 
held regularly and membership strength increased to 75. 

In the meeting held on 12-11-1960, Dr. S. P. Shri- 
vastava gave an interesting talk on Recent Advances 
in the Treatment of Some Common Eye Diseases. In 
the meeting held on 24-12-1960, Dr. Kamal Kishore 
demonstrated an interesting case which was followed 
by discussion. Cinema show was arranged on 27-12-1960 
and film on (1) Siquil and (2) Moniliasis, were shown 
to members. In the meeting held on 21-1-1961 Dr. R. 
S. Mehta gave an interesting and studied talk on Recent 
Advances in Neurology. In the meeting held on 11-2-1961 
Dr. D. S. Parchure gave a talk on What is Homoeo- 
pathy. In the meeting held on 15-3-1961 Dr. D. A. 
Mazumdar gave a talk on ‘‘My experiences in Homoeo- 
pathic Medicine.’’” In the meeting held on 13-5-1961 Dr. 
Amar Nath Ghei gave a talk on Social Medicine. It was 
decided to hold the next XII Provincial Conference of 
Madhya Pradesh State Branch at Gwalior in October/ 
November 1961. 


MADRAS CITY BRANCH—The annual general body 
meeting for 1959-60 was held on 23-4-61 at Hotel Dasa- 
prakash, with Dr. G. Sriramulu in the chair. The 
annual report and the statement of accounts were pre- 
sented and adopted. Office-bearers were elected with 
Dr. R. G. Krishnan as president; Dr. D. R. Varman 
and Dr. K. V. Swamy as vice-presidents; Dr. K. Rama 
Rao, and Dr. Nazeer Mohamed as hony. secretaries; 
Dr. P. Krishnaswamy as hony. treasurer; members of 
the Central Council—Dr. V. Samuel, Dr. K. V. Swamy, 
Dr. K. Rama Rao, Dr. B. Rama Rau, Dr. G. Ram- 
chandramurthy, Dr. A. M. Silverman with Dr. A. Pattabi 
and Dr. U. Surya Rao as alternate members; members 
of the State Council—Dr. B. Rama Rau, Dr. K. V. 
Swamy, Dr. A. M. Sivaram, Dr. U. S. Rau, Dr. A. 
Pattabi, Dr. D. V. Venkappa, Dr. V. Vijayaraghavan, 
Dr. R. Surya Rao, Dr. G. Sriramulu, Dr. N. Chandra- 
sekharan, Dr. N. Vaidyanathan, Dr. G. Ramchandra- 
murthi, Dr. M. R. Gopalaratnam, Dr. M. Natarajan 
(Ortho.) and Dr. K. Rama Rao. 

In the opinion of the members, the charges levied 
for biochemical, bacteriological and pathological investi- 
gations at Government institutions are exhorbitantly 
high and reduction by 80 to 90 per cent was requested. 
The branch invited the All-India Medical Conference in 
1962 to Madras. The branch requested the government 
to reconsider the scales of pay for the medical per- 
sonnel working in the government, local bodies includ- 
ing public health. 

A committee meeting was held on 8-5-61. Fourteen 
members were present. Different functions were alloted 
to some of the members. The president narrated in 
detail the progress made in respect of Building. Re. 
nomination for president and 3 vice-presidents of I.M.A. 
for 1961-62, it was decided to call the General Body 
Meeting. Re. Dr. Balasundaram’s letter, it was decided 
to issue a questionnaire asking for suggestions of mem- 
bers re. questions to be considered by the associations. 
Regional Committees were formed to enlist members 
from respective areas. It was decided to study the 
pay, emoluments, leave etc. to improve the condition 
of corporation medical officers. 


RAI BAREILY BRANCH—A meeting of the branch 
was held on 13-5-61 in the District Hospital. Films on 


Peptic Ulcer and Rheumatic Diseases were exhibited. 
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Since Entamoeba histolytica attacks not 
only the intestinal walls, but through the 
blood stream, also other vital organs 

like the liver and lungs, a preparation 
having both local and systemic action is 
required to effectively treat amoebiasis. 
CHLORAMBIN is such a preparation 
controlling the run away bowel action 
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any undesirable side effects. 
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dent medical monthly has been in continu- 
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Every annual Vol. has over 1000 of 
reading matter covering almost all bran. 
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of progress 
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journal and fearless exponent of the legt:- 

mate aims and aspirations of the medical 
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subscribed by over 12,000 medical men 
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Tea Estates eto are among the subseribers. 


PUBLISHED MONTHLY ON 6TH 


Annual Post Paid Subscription. tniland—Rs, 8-00 Foreign—Rs, 11-00 


Single Copy Re. 1-00 Payable in advance. © 
Editorial & Publishing Office 323-24, Thambu Chetty St., P.O. Box 166, Madras-! 


NOW AVAILABLE 
AGAIN IN INDIA. 


MERCKOZONE 


(20 VOL HYDROGEN PEROXIDE 8.P.) 
Now MADE IN INDIA for the first time under the original 
rigid standards of E. MERCK A.G. West Germany, 
Most stable brand of Hydrogen Peroxide available in the market.® 
Used as 
@ Disinfectant @ Antiseptic @ Safe Bleaching Agent 
@ Cleansing Agent @ Prophylactic Agent 
= @ Cuticle Remover in Cosmetics °. 
Sunnclos PACKING: IN 125g. AND 500g. BOTTLES. 
ae. Manufactured by 
Sain SARABHAI MERCK LIMITED 
st seep in conjunction with E. MERCK A.G. Darmstadt, Germany. 
Sales Enquiries To 
Sarabhai Merck Private Limited 
Shahibag House, 13 Wittet Road, Ballard Estate, Bombay —!. 
Telephone : 264201 Telegrams: ‘SAMERK’ 


| 

; 

5 


July 1, 1961 J. 1. A. Advertiser 


GRISOVIN TABLETS 


(griseofulvin) 


for the ORAL treatment of ringworm infection 


FAVUS 


GRISOVIN 
TINEA CAPITIS 
acts the length 


and b ith TINEA BARBAE 


of the body TINEA CORPORIS 


TINEA CRURIS 


Acts from 
TINEA UNGUIUM 
within outwards 


TINEA PEDIS 


GLAXO LABORATORIES (INDIA) PRIVATE LTD. 
Bombay Caicutta Madras New Dethi 
Depots: Gauhati « Vijayawoda Srinageor 


4 

ay if 

/ 

3 

= 
3 

4 
packs of 50 


xliv J. I. M, A. Advertiser Vol. 37, No. 1 


. 


in all acute and chronic infections of the 
intestinal tract and urogenital system 


for pre- and post-operative anti-infective 
prophylaxis in surgery on such systems 
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Branches : BOMBAY, CALCUTTA, DELHI, KANPUR MADRAS. - 


NEURONA B COMPLEX 


WITH HORMONES 


HUMAN GAMMA GLOBULIN 
BEHRINGWERKE 
PROPHYLAXIS AND MITIGATION OF ACUTE 

ANTERIOR POLIOMYELITIS 
PROPHYLAXIS OF INFECTIOUS HEPATITIS 
PROPHYLAXIS AND MITIGATION OF RUBELLA 
PROPHYLAXIS AND MITIGATION OF MEASLES 


TREATMENT OF SOME ABACTERIAL 
ENCEPHALITIDES. 


TREATMENT OF HERPES ZOSTER 
Available from all leading chemists. 
Literature on request 
SOLE DISTRIBUTORS : 


DECRUZ CORPORATION 


44 CAWASJI PATEL STREET, 


BOMBA 
Grams: DECRUCO 


EACH CAPSULE CONTAINS: 
Methyl Testosterone 5 mg. Ethinyloestradio! 
0-01 mg. Vitamin B, 25 mg. Vitamin B, S mg. 
Vitamin C 50 mg. Vitamin D 1,000 i, u. Cal. 
P. h 2 mg. Nicoti ide 20 mg. Cal. 
Phosphate 250 mg. Folic Acid 1 mg. Lecithin 
10 mg. Vitamin B, 2 mg. Vitamin B,, 5 mcg. 
Vitamin E 5 mg. 

INTEGRAL PHARMACOLOGY’S ANSWER 
TO THE PROBLEMS OF 


GIVES GENERAL STRENGTH, VIGOUR AND — 
VITALITY TO THE NERVOUS, MUSCULAR, 
CIRCULATORY AND REPRODUCTIVE SYSTEMS 
NOW MANUFACTURED IN INDIA BY: CA 
RETORT LABORATORIES §& 
9-A, McNICHOLS ROAD, MADRAS 31! f 
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NOW 1 oz. of Lactogen powder contains 


Seven 
A... i 


B. .. .0.14 
PP (Nicotinamide) 1.70 


calcium pantothenate 0.85 mg 

. . .0.57 meg 
«as . -8.51 mg 

. 1.50 mg 


why LACTOGEN should be your 
first cheice when recommend. {| EN 
ing an infant feeding formula’ i ACTOGEN 
You already know this fine and reliable infant * 
food. Now we have pleasure in announcing 
that, in addition to Vitamins A, D and IRON, 
Lactogen has also been fortified with seven 


more vitamins. WET — PRepareD IN A 


mg 
mg 
mg 
| 
Ss 


HAMATINIC- Tablets 


A better combination for 
Iron deficiency Ancemias... 


te the diseases of Iron deficiency anzmias thie latest 
compound offers advantages over other ferrous compounds 
with regard to tolerance, taste and better stability, 


PLOT 4/5, SCHEME 6, ROAD NO. 24, SION WEST, BOMBAY 22 


Formas. FARMAVIN LABORATORIES PRIVATE LIMITED, 


Burning feec syndrome ( Gopalan 
Please prescribe Hyperemesis Gravidarum. dian 

Cholera. Vomiting in Enteric fever followin 

tration of chioramphenicols, Premature 


Chemo- 
IN CASE OF or allied 
s diseases viz. Parkinson's disease, Multiple 


causes, Nervou: 

Nevritis, Peripheral Neurities, Sciatica, Paraplagia etc.. 
Progressive muscular atrophy & distrophy, lescent 
Ace, and allied Dermatological Conditions. Tropical 
Macrocytic Anemia, Sprue, Macrocytic Anemia of 
Pregnancy. Pernicious Anemia and in many other diverse 
conditions as nutritional neuropathies. Neurities of 
chronic alcoholism, diabetes & liver diseases. 


ee (Plain) Each cablet represents : 
xine Hydrochloride 

Each c. c. represents : 


rochleride 
ine Hydrochloride 
Pantothenate 


222 


Packings: (Plain) 
Box of 10 & 50 amos. of | c. 
Bottles of 10, 20, 40 and 100 tablets. 
Z 6, 10 and SO amps. of | <. c. 


roduct of : "PHOENIX DRUG 
Sole Agents : M/s. Fairfield Syndicate (Agency) Private Limited., Calcutta-1— 
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adminis- 
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Vitamin B6 pnd 100 mg. 
| PALCUTTa 4 Sodium Pantothenate 50 meg. 
_ = 
| | 

f 
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Pepsin ... ... 


Diastase cee 
Choline Dihydrogen Citrate 
di-Methionire ... eee 
Inositol ese 
Ext. Nuc. Vom. Sice. ... 


Pulv. Ginger... mg. 
Pulv. Cardansoei 16 mg. 


SMITH STANISTREET & CO., LTD. 


Head office, Factory ond Laboratories : 
18, Convent Road, Calcutta. 14 


| 
i 
\ VW 
..97 meg. 
130 mg, 
32 mg. 
PSST 58 
a 
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INCREASINGLY 
PRESCRIBED 


with all blood building factors 
Vitamin B Complex, with Vita- a patient needs in anti- 


min B)2, for intensive treat- anaemic treatment. 
ment in macrocytic anaemias. 


with Bio 
Crude proteolysed Liver Extract contai- 
ning known and unidentified haemo- 
poietic and nutritional factors, fortified 
with additional Vitamin Bi2 for perni- 
cious and other macrocytic anaemias. 


well tolerated 


potent and 
effective for dysenteries 
even in and 


infective diarrhoeas. 


isulphoquin) 


Each tablet contains: 

Phthaly! 

Sulphacetamide N.F. 0.5 G. 
Di-iodohydroxyquinoline 

B.P. 9.17G. 

lodochlorhydroxyquin U.S.P. 80 mg. 
Total alkaloids of Belladona 
calculated as Hyoscyamine 0.05 mg. 


refractory 


: 
| 
Kemivit Kemvital «© 

mentation providing essential Homogenous aqueous multi- 
vitamins and 10 important vitamin supplementa- iis g 
; minerals to meet constant for alll ages, 

Kemplex with Bi: Kemplivite ic... 

— 

cases. 
| 

( 
¥ 

: “El House” 
oid evi Road, Bombay 28 
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HEALTH’S 


NAVARATNA 


SPASMO PERTUSOL || 


A well balanced combination of proved Indigenous 


drugs and —a really broad s nutritional tonic— 
Remarkable Metabolic Aid to vigorous Health 
NEW SYNTHETIC SPASMOLYTICS. & Long Life ..... For All Patients 
Zymotone Provides : Each 30 mi. contains 
( Diphenin and Ortho-methoxy-phenoxy-propandiol ) © Digestive. | 500 mg. 
Very palatable and free from untoward reactions aid digestion. Pepsin 125 mg. 
* Whole natural B-Com- | Papain 75 mg. 
Not habit forming. plex from liver & | Proteolysed 
Yeast—plus crystal- liver - 260 mg. 
VERY EFFECTIVE IN RELIEVING BRONCHIAL line B. Factors. » Casein 250 mg. 
* Lipotropic agents in Ext. Yeast 200 mg. 
SPASMS, CONTROLS COUGH & COLD SPECIALLY maintaining liver | Vit. B, 3 mg. 
function and to pre- Vit. By 2 mg. 
INDICATED IN WHOOPING COUGH AND ALL vent vascular de- | Vit. B, 1 mg. 
N 
OTHER AFFECTIONS OF THE UPPER RESPIRA. 
TRA able nutrients from Vit. Bis 4 mcgm. 
Tony cr. animal proteins to | Inositol 100 mg. 
ry build up physical & Betaine 100 mg. 
nervous system. Cal. Glycero- 
1 NAVARATNA Manganese . 10 mg. 
building factors. Alcohol 15% v/v. 


PHARMACEUTICAL LABORATORIES 


P.O. Box No. 13, Cochin-2. 


INDIAN HEALTH INSTITUTE & LABORATORY LTD. 


1, Meaith Institute Road, Calcutta - 28, 


CORRECTION OF 
IMPAIRED METABOLISM 


PALATABLE AND WELL TOLERATED 


(ELIXIR) 


ENDORSED 
, By over 25 years’ clinical experience 
7 _ CONTAINS SUITABLE | 
; Vitamins A, Bi, C and D For a variety of conditions, 
Organic iodine arising from impaired 
Vanadium arsenate metabolism, including 
Calcium, Phosphorus bronchial affections, 
asthertic states, etc. 


Bottle of 360 c.¢. (12 02.) 
RAPTAKOS, BRETT & CO., PRIVATE LTD., WORLI, BOMBAY. 


Printed by Sri Tarani Kanta Basu at Sri Gouranga Press Private Ltd., 5, Chintamani Das Lane, Caicutta-9 and published 
by him on behalf of the Indian Medical Association from 23, Samavaya Mansions, Corporation Place Calcutta-13. 
Editor—Dr. P. K. Guha, M.B., M.R.C.S. (Eng.), D.O.M.S. (Lond.) 
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MORE CERTAIN 
CONTROL OF 


DIARRHOEAS 


Composition : Each teaspoonful of the prepared 
suspension contains : nen 5 ml.) 


ANTI-INFECTiIVE Neomycin Sulphate ; 80.0 mg. 
RGIC Tannate mg. 
LLE Sulphadimidine .. .337 

ANTI-A Pectin 25 mg. 

Menadione Sod. bisulphite (Vit. K) 0.80 mg. 
ADSORBENT Kaolin 0.83 € 

ve Sucrose & Flavouring agents to make 18 G. 

iH: DIGEST! Each capsule contains : 

iH Neomycin Sulphate U.S.P. 120 mg. 
$333 Sulfadimidine 8.P. 3tS mg. . 


Pectin N.F. 1S mg. 
Diphenhydramine Hci. U.S.P. 


‘most effective 
against Bacillary 
& Amoebic Dysenteries 


Each tablet contains : 
lodochlorohydroxyquine U.S.P, 
200 mg., Sulphadimidine 350 
mg., Chloroquin Phosphate 

DOSE: U.S.P. 50 mg., Homatropine 
4 to 8 tablets a day. Methyl Bromide U.S.P. 0.75 mg. 


UNICHEM LABORATORIES 
22, Bhulabhai Desai Road, Bombay 26. 


Bipin Behari Ganguly Street, Calcutta - 12, 


Cover and. Advertisement pages printed at the Venus Printing Works 52/7 
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